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OPERATIVE SURGERY AND TECHNIQUE 
Quain, E. P.: Abdominal Incisions. Arch. Surg., 
1920, i, 585. 

The nerve and blood supply of the peritoneum are 
in close association with the transversalis fascia. 
The nerves to the abdominal wall are derived from 
the intercostal nerves, usually from the sixth to the 
twelfth. These nerves control the muscles and 
carry sensation from the skin and peritoneum. The 
nerves governing the rectus muscle enter it along 
its central line near the deep epigastric artery. 

A vertical abdominal incision made away from 
the midline destroys the muscular support, inflicting 
an anatomical injury which cannot be remedied. 
These cut muscles retract, making closure difficult, 
and the usual catgut sutures will not prevent later 
separation of the tissues. 

When drainage is left in situ for a few days a per- 
manent defect in the wall with no tendency to re- 
approximation of muscle fibers remains. The nerve 
supply is destroyed by this lateral incision, and if 
two or more of the intercostal nerves are cut, the 
paralysis in the corresponding portion of the rectus 
becomes permanent.- It is possible to incise the 
aponeurosis behind the rectus and preserve the 
visible nerve fibers running across the line of incision 
but this does not save the peritoneum as the nerve 
supply of the latter comes from the intercostal 
nerves at the costal margin. If this portion of the 
peritoneum is traumatized or infected, it cannot 
repair itself properly and adhesions result. The au- 
thor’s methods are as follows: 

The median incision is the routine for most pelvic 
operations. The Pfannenstiel or transverse incision 
is sometimes preferred for operations on the round 
ligaments and when the abdomen is fat or short. If 
infection is known to be present in the pelvis, 
vaginal drainage is established prior to the operation. 

In closing the incision special attention is given 
to the region of the Douglas fold to guard against 
the formation of a hernia. The anterior aponeuroses 
of the recti muscles are made to overlap 14 in. A 


silkworm gut is then passed through this overlap, 
the ends being brought out through the skin well 
to the side of the incision and tied over a suitable 
button. The contiguous sides of the overlapping 
aponeuroses are well cleared of all intervening tissue 
to insure union. 

The split-muscle incision placed somewhat below 
McBurney’s point is used for operations on the ap- 
pendix and lower ureter. The external oblique 
muscle is split far enough in both directions to per- 
mit easy retraction. Care is taken not to injure the 
nerve supply. 

If pus is present, the opening between the ex- 
ternal and internal oblique muscles is made as small 
as possible to prevent the spread of infection. The 
incision is enlarged internally by retracting or even 
severing the rectus muscle. Thus the right pelvis 
is reached if the ob/ique incision is low enough. 
When it is desired to enlarge the opening to the 
outer side a second transverse splitting of the deeper 
muscles is done after the external incision has been 
enlarged. 

A straight transverse incision 2 in. above the 
umbilicus is made for operations on the biliary tract 
or stomach. This incision extends from near the 
linea alba to or beyond the linea semilunaris. 

Closure is effected by a running plain catgut su- 
ture of the posterior aponeurosis and an interrupted, 
slightly overlapping chromic catgut suture of the 
anterior aponeurosis. The recti muscles usually 
come together when the external aponeurosis is 
sutured but catgut may be used in the muscle itself. 
The linea alba is overlapped and re-inforced by 
tying the silkworm gut over a button. Closure 
effected in this way in five hundred cases has con- 
vinced the author that it is associated with com- 
parative freedom from pain in the wound, a good 
cosmetic result, and the absence of hernia. Spon- 
taneous cure of one case of early postoperative bulg- 
ing after a lapse of four months and 17 cases of 
postoperative hernia following longitudinal inci- 
sions away from the midline are reported. 
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In a review of 287 cases of abdominal operation 
in which the paramedial or the oblique incision en- 
larged contrary to the method described was used, a 
ventral hernia developed in 9 per cent of the former 
and 25 per cent of the latter. 

If neither muscle nor nerve continuity is de- 
stroyed in the drainage of an abscess a resulting 
hernia can be repaired easily and adhesions are apt 
to be limited to the scar area. Sutures should not 
he used for partial closure of an infected wound. 

Draining of intra-abdominal infections should be 
done through a midline incision above the pubis or 
above one or both groins through separation of the 
lateral muscle fibers. When the drainage is placed 
near the flank, groin, or bladder, part of the drainage 
tract is made up of normal and permanent abdomi- 
nal wall and the amount of adhesion is reduced by 
nearly one-half. Pushing the peritoneum away from 
the muscles with the drain reduces the intra- 
abdominal portion of the resulting adhesion to a 
minimum and decreases the resulting discomfort and 
disability. Marcus Hopart. 


ANZSTHESIA 


Rowbotham, S.: Intratracheal Anesthesia by the 
Nasal Route for Operations on the Mouth and 
Lips. Brit. M.J., 1920, ii, 590. 


The author describes a method of inducing 
anesthesia for use in plastic operations and opera- 
tive procedures in the region of the mouth and lips. 
A catheter with a special eye is passed through the 
nose, nasopharynx, and oropharynx directly into 


The passage of the catheter through the nose. 


the trachea (See Fig.), being guided from the 
oropharynx directly between the cords into the 
trachea by a rod manipulated through a Hill’s 
pattern laryngoscope. A second catheter may be 
used for a return nasal airway. 

W. J. GREENFIELD. 
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McKesson, E. I.: Advances in Pure Nitrous Oxide- 
Oxygen Anesthesia. Am. J. Surg., 1920, xxxiv, 
Anes. Supp., 98. 

McKesson states that in the preliminary or induc- 
tion stage of nitrous oxide-oxygen anesthesia it is the 
usual practice to administer 100 per cent of nitrous 
oxide to produce unconsciousness as soon as possible 
by primary saturation of the blood with the anzs- 
thetic gas. Very soon, however, a small amount of 
oxygen must be mixed with the nitrous oxide to 
prevent the jactitations and other manifestations of 
acute anoxemia. If some fixed proportion of oxygen 
is decided upon it will be found too small for some 
patients and too great for others. This is well known 
to gas-oxygen users. Preliminary, or what may be 
called primary, saturation with nitrous oxide is 
about as far as many gas-oxygen anesthesias are 
carried. If the operation requires deeper relaxation 
it is the practice of many anesthetists to resort to 
ether, a mixed gas-oxygen-ether, or a sequence ether. 

It is not necessary to use ether in order to relax 
an abdominal wall as this may be accomplished with 
gas-oxygen by secondary saturation. In primary 
saturation only the actively circulating blood is 
saturated before oxygen must be administered. 
There remain in the muscles and all other tissues 
considerable volumes of nitrogen and oxygen which 
in the early minutes of narcosis enter the blood 
stream and dilute the nitrous oxide, thus preventing 
a deeper anesthesia. In order to displace more of the 
anesthetic gases in the blood with nitrous oxide the 
technique of secondary saturation was devised. 

Any general anesthetic relaxes muscle, providing 
some coincident by-product or effect does not coun- 
teract this function. In nitrous-oxide anesthesia 
there is sufficient anoxemia to produce muscular 
spasm when muscular relaxation would have oc- 
curred if the anoxemia had been prevented. By the 
usual technique, however, it has not been possible 
to prevent the anoxemia and still have sufficient 
nitrous concentration. Resaturation or secondary 
saturation after the primary or induction saturation 
has been followed by oxygen eliminates the excess 
of non-anesthetic gases and thus increases the 
amount of an anesthetic gas and oxygen to the de- 
sired proportions to produce anesthesia with re- 
laxation of the muscles. 

The principle of nitrous-oxide saturation is not 
radically different from that of ether or chloroform 
saturation. It requires, of course, a much higher 
concentration for a few moments than is necessary 
when the latter agents are used, and to secure this 
concentration the oxygen is temporarily cut off or 
markedly reduced below the proportion which will 
be administered after saturation. 

In the past when anesthesia was induced with 
gas-oxygen the patients were usually only partly 
saturated, and reflexes or rigidity of the muscles 
resulted just as under light anesthesia induced with 
ether, chloroform, or any other general anesthetic. 

Because of the essential difference between the 
affinity of ether and chloroform for the tissues and 
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McKESSON’S N,O-O SIGN CHART 
(Copyright) 


Licut ANAZSTHESIA 


Due to too much oxygen in 
the mixture. 


AN&STHESIA 


Due to a properly balanced 
mixture of N,O-O. 


PROFOUND ANZSTHESIA 
Due to too much N,0O in the 
mixture or to partial ob- 
struction of the respiratory 
passages. 


(a) Superficial slow 
breathing, usually regular. 
(b) Prolonged inspira- 


on. 
(c) Phonation due to re- 
flexes or pain. 
(d) Holding breath, 
grunting. 


RESPIRATION 


(a) Full “machine-like”’ 
respirations. Regular and 
faster than normal. 

(b) Inspiration and ex- 
piration nearly equal. 

(c) No phonation. 

(d) Continuous uninter- 
rupted respiration. 


(a) Irregular rhythm (sob- 
by), usually slower than nor- 
mal. Spasmodic. 

(b) Prolonged expiration. 

(c) Phonation due to mus- 
cular spasm of the -vocal 
cords. Often crowing. 

(d) Cessation of respira- 
tion from spasm of the mus- 
cles of exhalation. 


(a) Movements or rigid- 
ity of the muscles. 

(b) Facial expression of 
pain or consciousness. 

(c) Nausea, very rarely. 

(d) Reflex or voluntary 
resistance. 


MUSCULAR PHENOMENA 


(a) Immobile and re- 
laxed, but having normal 
muscular tonus. 

(b) Expression of normal 
sleep. 


(c) 
(d) 


Quiet. 
Quiet. Relaxed. 


(a) Clonic movements, 
twitching or jerking in early 
minutes of induction, often 
starting in upper eyelids. 

(b) Expression wild look- 
ing. 
(c) Swallowing, retching, 
or vomiting common. 

(d) Tetanic, spasm, 
marked rigidity — opisthot- 
onus in some cases. 


(a) Pupils large, contract 
to light actively. 

(b) Conjunctiva sensitive. 

(c) Eyeballs roll. 

(d) Eyelids resist open- 
ing; wink when touched. 


(a) Pupils small or med- 
ium, fixed. 

(b) Conjunctiva insensi- 
tive to the touch. 

(c) Eyeballs fixed or 
slowly roll. 

(d) Lids often slightly 
open, relaxed; no winking. 


(a) Pupils fixed, enlarge 
progressively, and finally be- 
come irregular in shape. 

(b) Conjunctiva insensi- 


tive. 

(c) Eyeballs fixed in posi- 
tion or jerk. 

(d) Eyelids stiff; 
wide open. 


often 


(a) Pink or no change 
normally. 

(b) In anemics, no color 
change. 

(c) In plethorics, slight 
cyanosis. 


Cotor oF SKIN 


(a) Varies from pink to 
decided cyanotic tint. 

(b) In anemics, no color 
change. 

(c) In plethorics, consid- 
erable cyanosis. 


(a) Usually cyanotic. 

(b) In anemics, slight 
flushing, rarely cyanosis. 

(c) In plethorics, almost 
lack. 


Decrease the percentage of 
oxygen in the mixture. 


Increase the oxygen in the 
mixture or in (d) inflate the 
lungs with pure oxygen 1 to 
3 times. 


their very low affinity for nitrous oxide it has been 
difficult to maintain any certain degree of saturation 
without the use of very accurate administering ap- 
pliances and a more accurate appreciation of the 
signs indicating changes in the depth of narcosis 
induced with nitrous oxide. 

The fear of cyanosis on the part of the surgeon 
and anesthetist has been one of the most powerful 
influences retarding progress in nitrous-oxide and 
oxygen anesthesia. It is most natural to administer 
oxygen when the skin becomes dusky and by so 
doing to stop the further development of narcosis. 


General ignorance concerning the significance of 
cyanosis itself and how much cyanosis from a certain 
cause will be tolerated for a definite period of time 
are subjects worthy of investigation. 

Cyanosis as a sign indicating the depth of anas- 
thesia is not only absolutely valueless but mislead- 
ing and dangerous because one patient may be cy- 
anotic and still conscious or even fighting, while 
another may be pink, overdosed, and dying from the 
same mixture of nitrous oxide and oxygen. 

Cyanosis may be classed as primary and second- 
ary. It is primary when due to changes in the blood 
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itself, and secondary when due to local or external 
causes increasing the oxygen depletion of the blood. 
Cyanosis is due to the de-oxidation of oxyhemoglo- 
bin to reduced hemoglobin — a physiological pro- 
cess carried beyond the usual limits. 

Blood normally leaves the lungs about 95 per cent 
saturated with oxygen. Therefore, only about 5 per 
cent is unsaturated. A greater portion of it will be 
unsaturated if aeration is interfered with by in- 
spired mucus, blood, restriction of the airway, or a 
reduction in the supply of oxygen. 

In old age, when metabolism is lower, less oxygen 
is consumed in the tissues and less cyanosis results 
from oxygen restriction. Old persons are usually 
ideal patients for gas-oxygen, being easily handled 
and rarely requiring secondary saturation to pro- 
duce relaxation. The young adult on a similar 
oxygen percentage in the anesthetic mixture usually 
shows a greater degree of oxygen unsaturation and 
more cyanosis. 

The blood itself greatly influences cyanosis. The 
anemic patient on a given mixture of nitrous oxide 


SURGERY OF THE 
HEAD 


Chisholm, J. J., and Watkins, S. S.: Twelve Cases 
of Thrombosis of the Cavernous Sinus: From 
a Study of £0,000 Surgical Histories in the 
Johns Hopkins Hospital. Arch. Surg., 1920, i, 
483. 


Thrombosis of the cavernous sinus is a very rare 
condition. The authors found only 8 cases in 50,000 
surgical histories covering the period from 1889 to 
1919. The cavernous sinus is a paired sinus extend- 
ing along the body of the sphenoid bone from the 
sphenoidal fissure to the apex of the petrous portion 
of the temporal bone. On cross section, it resembles 
the corpus cavernosum penis; hence its name. It is 
in relation to many important structures, including 
arteries, veins, and nerves. The areas from which 
infection may lead to thrombosis of the cavernous 
sinus include the ears and mastoid, the face, the 
orbit and eyelids, the nose and accessory nasal 
sinuses, the mouth and pharynx, including the teeth 
and tonsils, and the neck and scalp. 

The three most frequent causes of thrombosis are 
marasmus, trauma, and infection, but the latter is 
by far the most common and nearly always second- 
ary to a thrombophlebitis of afferent or efferent 
veins. In more than half the cases both cavernous 
sinuses are involved. 

The symptoms fall into three groups: (1) those 
due to venous obstruction; (2) those due to involve- 
ment of neighboring nerves, and (3) those due to 
general sepsis. Evidence of venous obstruction in- 
cludes exophthalmos, cedema of the retina, oedema 
of the eyelids and the bridge of the nose, dilatation 
and tortuosity of the retinal veins, clouding of the 
media, and opacity of the cornea. The cranial nerve 
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and oxygen producing normal anesthesia obtains 
sufficient oxygen to oxidize the small quantity of 
hemoglobin he carries, while a full-blooded dray- 
man on the same mixture would probably be cyan- 
otic because the oxygen would be sufficient to oxid- 
ize only from 50 to 75 per cent of the hemoglobin. 

In well-marked anemia when there is less than 50 
per cent hemoglobin cyanosis is rarely seen, and 
when the hemoglobin is 30 per cent or less, cyanosis 
is rarely produced before death. It is therefore 
obvious that the fear of cyanosis is sometimes well 
founded and at other times unwarranted. In an 
operation one must be able to determine the cause 
of cyanosis if it occurs, and whether it is controllable 
or not before concluding that it is detrimental. A 
patient will tolerate very deep cyanosis for some 
minutes, a moderate amount for hours, and slight 
cyanosis for long periods of time if it is due merely 
to restriction of oxygen administered to the lungs for 
absorption. 

The technique of primary and secondary satura- 
tion is given in detail. IsABELLA C. Hers. 


HEAD AND NECK 


symptoms are ptosis, dilatation of the pupil, restric- 
tion of movements of the eyeball, and pain in the 
region supplied by the ophthalmic division of the 
fifth nerve. Pain in the eyeball and supra-orbital 
headache are frequent early symptoms. When only 
one eye is involved the condition must be differ- 
entiated from erysipelas, cellulitis of the orbit, 
tumors of the orbit, and arteriovenous fistula of the 
internal carotid artery. 

In the treatment the focus of infection must be 
as thoroughly removed as possible. Operative treat- 
ment on the thrombosed sinus itself has not been 
successful. 

The foci of infection in the reported cases were 
paranasal sinuses, 3 cases; alveolar infection, 3 
cases; facial infection, 2 cases; pharynx (after 
tonsillectomy), 1 case; orbital abscess (injury), 1 
case; not determined (probably paranasal sinuses). 
2 cases. Only one of the patients recovered. 

H. J. VANDEN Bere. 


Neuhof, H.: The Treatment of Craniocerebral 
Wounds and Its Results. Ann. Surg., 1920. 
Ixxii, 556. 

The greatest single element determining the 
seriousness of a head wound in the war was the con- 
dition of the dura as regards penetration. In other 
words, the decisive factor was whether or not the 
chief portal for the development of intracranial 
infection had been opened. The best classification 
of craniocerebral wounds is, therefore, one which is 
based on this fact. When such a classification is 
used, wounds of the head may be placed in various 
categories only at operation since their external 
appearance often gives little information as to the 
extent or situation of the deeper lesions. 
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The author classifies craniocerebral wounds as 
follows: 
A. Scalp wounds—dura intact: 
1. Simple fracture. 
2. Depressed fracture. 
3. Bursting fracture. 
B. Craniocerebral wounds—dura torn: 
1. Depressed fracture. 
2. Tangential: 
a. Ventricle intact. 
b. Ventricle penetrated by bone fragments. 
3. Penetrating (metal retained): 
a. Ventricle intact. 
b. Ventricle penetrated by missile. 
4. Perforating. 

A careful local, general, and neurological examina- 
tion should be made in every case of injury to the 
head. The reason for the local and general examina- 
tion is evident. The neurological manifestation 
rarely decides the question of operative inter- 
ference, but has a three-fold purpose: (1) to reveal 
the extent of the cerebral lesion, (2) to serve as a 
guide for the interpretation of postoperative com- 
plications or improvement, (3) for future reference 
in connection with functional results, late complica- 
tions, and sequel. 

Positive evidence of brain injury, such as paralysis 
or hemianopsia, may be evaluated, but negative 
evidence is worthless as regards the diagnosis, the 
prognosis, and the indications for treatment. Few 


or many symptoms and physical signs of cerebral 
injury may be present in cases of craniocerebral 
wounds. 

Hemorrhage from a wound of the head is rarely 


observed except on the battlefield. In the great 
majority of cases there was little or no oozing of 
blood by the time the patient arrived at the hospital. 

Tangential injuries were common and caused 
serious lesions in the recent war. The wound is gen- 
erally characteristic. The furrow or gutter cut 
through the soft parts varies in length and is gen- 
erally wider in proportion to its length than in other 
types of wounds. A striking feature of tangential 
wounds is that if they involve the dura, brain sub- 
stance almost invariably presents in, and extrudes 
from, the gap. Another equally characteristic 
feature observed at operation is that bone fragments, 
frequently of large size, are driven into the brain at 
right angles to the wound. Perforating (bipolar or 
through-and-through) wounds are the most fre- 
quently fatal of craniocerebral wounds because of 
the tremendous brain damage inflicted. They also 
form the group in which the least relief is given by 
operative measures. 

X-ray examination is absolutely indispensable. 
Under usual circumstances an operation should 
never be undertaken without it. Exact localization 
of foreign bodies is not the only assistance X-ray 
examination gives, for it establishes also the pres- 
ence of a depressed fracture. 

The general symptom of wounds of the head is 
loss of consciousness. This is common whether the 
wound is slight or severe. Slowness of the pulse is 
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not always constant. A slow pulse is often asso- 
ciated with battle fatigue or inanition, and not 
infrequently a rapid pulse is associated with cere- 
bral involvement. In fact, a greatly accelerated 
pulse is of grave significance; there was not a single 
recovery in the cases reviewed by the author in 
which the pulse rate on admission was 130 or more, 
whether operation was performed or not. Headache 
is the most common complaint of patients entering 
the hospital; regardless of the position of the wound, 
it is generally frontal and bears no relation to the 
gravity of the injury. 

The time at which it is best to operate has been 
under discussion for some time. The purpose of the 
operation in cases of recent wounds is the elimina- 
tion of the infective material. In the later stages 
the chief indication for surgical treatment is the 
control of infection. 

Operation is contra-indicated in manifestly mori- 
bund cases. It is not indicated, or should consist, 
at most, in merely a local toilet of the wound in the 
great majority of perforating craniocerebral lesions. 

An incision encircling the wound and all devital- 
ized areas of the soft parts should be made to the 
bone. 

In cases of depressed fracture a number of small 
perforations are made in the skull immediately be- 
yond the bony lesion and then connected with linear 
cuts through the bone. After the perforations have 
been joined up, the section of bone is uptilted and 
the scalp and bone are removed in one piece. 

If the dura is intact it is not opened. Adequate 
débridement of the dura consists in removing the 
torn edge for 1 or 2 mm. 

The brain tract should be washed out with a 
catheter and hot salt solution to remove the cerebral 
débris, blood clots, bone fragments, and bits of 
cloth. Suction through the catheter should be 
instituted, and if the tract is large enough, digital 
exploration should be used. The foreign bodies 
should be removed with the finger catheter, or, if 
metal, by means of a magnet. 

Hemorrhage should be controlled in each step of 
the operation. Torn sinuses should be sutured. 

The dura should be closed and, if impossible, 
fascia lata should be transplanted to close the defect. 

The sutured scalp incision is drained in one or 
several places if the head wound was definitely in- 
fected. If a brain track is found to be purulent or 
to contain manifestly infected blood clot, drainage 
is indicated. Hemorrhage should be a rare indica- 
tion for drainage. In fact, drainage is seldom neces- 
sary after a properly conducted operation on a recent 
wound as it defeats the purpose of the operation. 

H. A. McKnicur. 


Bagley, C., Jr.: Gunshot Wounds of the Brain 
with Retained Missiles. Surg., Gynec. & Obst., 
1920, Xxxi, 449. 

During the spring and summer of 1918, 175 cases 
of gunshot wounds of the skull and brain were 

studied at General Hospital No. 2, Baltimore, Md. 
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In 80 of these one or more operations were neces- 
sary. The total number of operations performed was 
108. In this series there were 9 patients with 
metallic foreign bodies in the brain substance. Of 
this number 7 were operated on for the removal of 
the foreign bodies, 1 was discharged without an 
attempt at removal because of the small size of the 
missiles and their position in the brain, and 1, who 
had a metallic foreign body in the right cerebellar 
peduncle, died as the result of an abscess in the occipi- 
tal lobe, no attempt having been made to remove 
the foreign body. 

Removal of the foreign bodies was undertaken 
because of the presence or probability of infection. 
In r case in which a machine-gun bullet was lodged 
in the right cerebral hemisphere a small abscess 
developed which contained staphylococcic pus. In 
another, a large abscess containing staphylococcic 
pus was formed in the left temporal lobe. In 2 
others the foreign bodies removed at operation gave 
positive staphylococcus cultures. The foreign bodies 
from the 3 remaining cases gave negative cultures. 

The author is of the opinion that, because of the 
likelihood that metallic foreign bodies of average 
size will cause trouble even several months after 
the injury, they should be removed if the removal 
does not offer too great difficulties. He recognizes 
the fact, however, that metallic foreign-body sub- 
stances may remain encapsulated in the brain with- 
out giving trouble, and cites as an illustration of 
this a case in which a large lead bullet remained in 
the left occipital lobe for ten years. 

All of the patients of the series studied who were 


operated on had recovered or were convalescing at 
the time this article was written. 


Cardenal, S., and Castella, J.: Epilepsy of Trau- 
matic Origin and Cerebral Hydatid Cyst 
Treated by Craniotomy, with Recovery (Epi- 
lepsia de origen traumatico y quiste hidatidico 
cerebral; craniotomia; curacién). Rev. espan. de 
med. y cirug., 1920, iii, 467. 

In the case reported a fall was the cause of a con- 
tused wound in the superior posterior portion of the 
right parietal region and was followed by loss of 
consciousness for two hours. The first epileptic 
attacks occurred about a year after the patient’s 
recovery from the immediate effect of the accident. 
In the clinical examination it was found that, though 
the traumatism was on the right side of the cranium, 
the paralytic or paresic phenomena, consisting of 
hemiparesis of the upper and lower right extremities 
and facial paralysis on the right side, indicated the 
presence of a lesion in the left half of the brain. 

An extensive craniotomy on the left fissure of 
Rolando was therefore deemed necessary. In this 
operation hydatid cysts were discovered. The 
mother cyst occupied all the anterior third of the left 
hemisphere and was the size of a medium orange. 
Fearing the effects of the sudden decompression, the 
authors made a hasty débridement and closed the 
wound after inserting a gauze drain. 
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During the first twenty-four hours following the 
operation the patient had fourteen convulsive at- 
tacks which began in the right arm. In the intervals 
between these attacks there was complete muscular 
relaxation, coma, and involuntary micturition. This 
condition persisted for five days, during which time 
the convulsive attacks gradually diminished. By 
the twelfth day the temperature was normal and 
involuntary micturition had ceased but slight aphasia 
still persisted. The dimensions of the cranial cavity 
rapidly decreased. When the patient left the hos- 
pital he still showed facial paralysis and some motor 
disturbance in the right arm. A few months later 
he had one prolonged convulsive attack but from 
that time until the date of the article (eleven months 
after the operation) there had been no recurrence. 

The authors believe that in cases of this type the 
indications for surgical intervention should be based 
not so much upon the external signs of localization 
as upon the cerebral focal symptoms, however slight 
the latter may be. A hydatid cyst should be con- 
sidered the possible cause of an intracerebral process 
developing consecutively to a traumatism. A loose 
and perfectly aseptic tamponade is of great value in 
preventing the effects of negative intracranial pres- 
sure following operation. The vitality and defense 
of the encephalic tissues is extraordinary. The slow 
development of a cranial tumor no doubt makes it 
possible for the tissues to adapt themselves to the 
new conditions. 

In the case reported the hydatid cyst did not com- 
municate with the ventricles. Because of the pa- 
tient’s rapid recovery and his comparative freedom 
from epileptiform attacks for a long time, the 
authors have every hope for a permanent recovery. 

W. A. BRENNAN. 


Lacouture, Charbonnel, and Lafargue: A Case of 
Hypophysectomy; Anatomical Research and 
the Present Status of Hypophyseal Surgery 
(A propos d’un cas d’hypophysectomie. Quelques 
recherches anatomiques et l’état actuel de la chir- 
urgie de l’hypophyse). J. de chir., 1920, xvi, 491. 

The operation of hypophysectomy was first done 
in France in 1909 by Lecéne, and in that country 
has been performed only six times since then, in- 
cluding the operation reported in this article. 

The authors have made anatomical studies re- 
garding the forms of the sella turcica and its relation 
to the sphenoidal sinus on fifty cadavers but they 
are able to conclude only that there are extreme 
variations and that the anatomical findings are of 
little value to the surgeon. In pathologic cases, 
however, operation is usually simplified by disten- 
tion of the sella. 

Regarding the routes of approach the statement 
is made that the transfrontonasal route has been 
abandoned by its promoters. The simple endonasal 
route used by Kanavel and Hirsch is an esthetic 
operation but requires a specialist as multiple com- 
plications may result from the ablation of the turbi- 
nates and the route does not give enough light. Of the 
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other routes employed the transmaxillo-ethmoidal- 
lateral undoubtedly gives plenty of room for the 
necessary manceuvres and is under the direct control 
of the eye whether half or all of the superior maxilla 
is resected. This has been verified by the authors a 
number of times on the cadaver. While it would 
appear that the use of this route would be mutilating, 
the results are as exsthetic as those obtained in 
operations performed by any other route and the 
turbinates are not sacrificed. The only loss is the 
posterosuperior part of the nasal septum which is of 
little importance. The procedure may be regarded 
only as a preliminary operation, however, and it 
cannot be denied that resection of the palatal vault 
and the alveolar border has its inconveniences. 
There is also some danger of meningeal infection. 

In the authors’ opinion the right lateral transsi- 
nuso-maxillary route is the most advantageous. The 
incision begins at the bottom of the right nostril and 
vertically sections the upper lip which is reflected by 
incising the gingival cul-de-sac. When the lip and 
nostril are turned back and the rasp has been used 
on the external surface of the maxilla the piriform 
orifice of the nasal fossz is attacked at its lower part. 
The middle and inferior turbinates and the internal 
wall of the sphenoidal sinus are resected and raised 
in order to reach the floor of the sinus and nasal 
fosse. The sinus floor is reached through the postero- 
superior part of the septum. Although the middle 
and lower turbinates on one side are resected, this 
route appears to be the best. It affords plenty of 
light and room and there is little danger of infection. 

The authors’ case was that of a woman 40 years 
of age with a visual and glandular syndrome which 
led to a diagnosis of hypophyseal tumor. Operation 
was performed by the right lateral transsinuso- 
maxillary route as described. The sella was not 
much enlarged. The dura was incised and about 
7 or 8 gm. of grayish-pink cerebroid tissue was re- 
moved by the curette. A mesh drain was placed 
through the right nares and the face then reconstruct- 
ed. The operation was performed in May, 1919, 
and at the time this article was written the patient’s 
general state continues excellent. The esthetic 
result is remarkable. Histologically the tumor was 
an adenoma. 

The authors review the mortality and results of 
hypophysectomy as shown in the literature. The 
results justify operation in cases of hypophyseal 
neoplasms as a growth of this kind, though it may 
develop slowly, is fatal if not removed. The diag- 
nosis should be made early so that the tumor may 
not become too extensive. Surgical treatment 
should be supplemented by radiotherapy unless 
there is atrophy, and also with opotherapy. 

W. A. BRENNAN. 


Blair, V. P.: The Treatment of Advanced Car- 
cinomata of the Mouth. J. Missouri State M. 
Ass., 1920, XVii, 395. 


Blair is of the opinion that the cause of poor end- 
results in cancer of the mouth is ‘ate or insufficient 


operation. He claims that the inherent virulence 
of the disease is the dominant factor in only a few 
cases. If the condition is recognized early, the 
operative risk is nil and a cure is obtained in close 
to 100 per cent of the cases. Two factors are re- 
sponsible for delay in treatment: (1) the interpreta- 
tion of negative microscopic findings as positive 
evidence of the absence of cancer, and (2) the lack 
of appreciation on the part of the patient or the 
doctor of the importance of early exact diagnosis 
of apparently insignificant lesions of the mouth. 
Both radium and the X-ray are very helpful aids in 
the treatment and are used by the author with exci- 
sion and cauterization. 

Several illustrations are presented of operations 
for advanced cancer of the body of the tongue involv- 
ing the floor of the mouth or the mandible. Blair 
states that infection extends below the clavicle in 
only 1 per cent of the fatal cases of cancer of the 
mouth. Early and thorough removal of all in- 
volved tissue is necessary. The method described 
in this article greatly increases the range of opera- 
bility, and the postoperative functional results as 
regards speech are remarkably good. 

M. A. BERNSTEIN. 


Davis, E. D. D.: Malignant Growths of the Upper 
Jaw and Antrum: A Survey of the Notes of 
Thirty-Nine Cases. Lancet, 1920, cxcix, 1ogo. 


The author has made a study of 39 cases of malig- 
nant growths of the upper jaw and antrum, 21 of 
which he has observed personally. Malignant 
growths of the nasopharynx, mouth, or palate 
involving the maxilla are not included. The cases 
are classified according to histology as squamous 
carcinoma, 19; round-cell sarcoma, 5; endothelioma 
or columnar carcinoma, 7; papillomatous growths, 
3; chondrosarcoma, 2; spindle-cell sarcoma, 2; and 
melanotic sarcoma, 1. 

The majority of squamous carcinomata begin in 
the ethmoid and spread along the orbital plate or 
roof of the antrum. A few, however, originate in 
the orbital plate itself. The growth is usually soft 
and friable and after filling the antrum takes the line 
of least resistance and breaks through the orbital 
plate. If the infra-orbital foramen is perforated, the 
growth may appear in the cheek as a puffy swelling 
below the eye. The alveolus and the palatal process 
are the last to be perforated. Recurrences are com. 
mon following operations involving the cheek. 

The round-cell sarcomata are clinically about the 
same as carcinomata. In all 4 cases examined the 
disease recurred after operation. 

Endothelioma or columnar-cell carcinomata arise 
in the ethmoid, are considered a more favorable type 
for operation, and evidence less tendency to recur. 

In each case of papilloma the growth appeared 
in the region of the inferior turbinate. 

Chondrosarcoma is a rare type of malignant 
growth which is usually seen in children about 16 
years of age. Protrusion of the eyes, expansion of 
the nose, and facial deformity usually result. 
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The spindle-cell sarcomata apparently began in 
the antro-nasal wall or palatal process in the 2 cases 
recorded. 

The growth in the 1 case of melanotic sarcoma 
observed originated in the vestibule of the nose. 

Early diagnosis is difficult as the cancer does not 
produce symptoms until it is large enough to cause 
mechanical pressure. The most common symptom 
is pain in the cheek radiating to the frontal and 
temporal regions accompanied by a bloody discharge 
from the nose. As the pain is usually attributed to 
the teeth, they are extracted. Sometimes the growth 
can be seen on the lateral wall of the nose. The X- 
ray or transillumination shows a dark antrum. 
Sometimes a diagnosis can be made only by explora- 
tion. Late symptoms are proptosis, epiphora and 
expansion of the antral walls, and a puffy swelling 
of the cheek below the infra-orbital margin. 

Five patients with inoperable conditions died 
within six months of the onset of symptoms. Six 
of 13 patients operated on had a _ recurrence 
within twelve months, 4 patients were not traced, 
and 3 were free from recurrence for one to two and 
one-half years. 

The author exposes the growth thoroughly, deter- 
mines its extent, and then excises it completely with 
a free margin of healthy tissue. Sometimes it is 
necessary to enucleate the eyeball if the orbit and 
ethmoids are involved. The usual Ferguson in- 
cision is made from the frontonasal suture down the 
side of the nose and through the upper lip. The 
cheek is then reflected upward and backward. The 
nasal bone, nasal process, and facial surface of the 
maxilla are removed to expose the growth, and, if 
the palate is not involved, the floor of the orbit with 
the growth is scooped out. Portions of the growth in 
the ethmoid may be removed with a punch forceps 
and spoon. 

In view of the fact that the cervical glands may 
become involved secondarily, the advisability of a 
gland operation must be considered. The primary 
operation for removal of the growth is usually done 
as the first stage of this procedure, excision of the 
gland being performed as the second stage. 

Frencu K. HANSEL. 


Jamieson, J. K., and Dobson, J. F.: The Lym- 
phatics of the Tongue, with Particular Refer- 
ence to the Removal of Lymphatic Glands in 
Cancer of the Tongue. Brit.J.Surg., 1920, viii 80. 


The lymphatic glands of the neck (Fig. 1) which 
receive direct vessels from the tongue are grouped 
as follows: 

1. The submental glands. These are usually 
three or four in number and receive vessels from the 
tip and frenulum of the tongue. 

2. The submaxillary glands. There are usually 
three submaxillary glands. They lie close to the 
submaxillary salivary gland. 

3. The deep cervical glands. These glands lie in 
general association with the deep vessels of the neck. 
They may be subdivided into two groups: 
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Fig. 1. Course of vessels from the tongue to the sub- 
mental, submaxillary, and deep cervical glands. A, Sub- 
maxillary gland. B, Submental gland. C, Jugulo-omo- 
hyoid gland. D, Jugulodigastric gland. 


a. The upper deep cervical glands. This group 
constitutes the glands lying above the tendon of the 
omohyoid muscle. The most important members 
of this group are the jugulodigastric glands which lie 
between the jugular vein and the posterior belly of 
the digastric. 

b. The lower deep cervical glands. These glands 
lie below the tendon of the omohyoid. The most 
important gland of this group, the jugulo-omohyoid 
gland, lies near the tendon of the omohyoid. 

The lymphatic plexus of the tongue is distributed 
over the whole surface of the mucous membrane 
and in the intramuscular spaces. Behind the cir- 
cumvallate papilla the plexus is coarse and its 
vessels run toward the hyoid bone. In front of the 
papillz, the plexus drains into two sets of vessels, 
the marginal and the central (Fig. 2). The marginal 
vessels, which drain from the outer third of the 
upper surface and the under surface of the tongue, 
descend under the mucous membrane and terminate 
in the submental, submaxillary, jugulodigastric, 
upper deep cervical, or jugulo-omohyoid glands. 
The vessels from the frenulum or tip of the tongue 
may run to either side of the neck. The central 
vessels drain the remaining part of the upper surface 
of the tongue and the intramuscular plexus of the 
tongue, terminating in the submaxillary, jugulo- 
digastric, upper deep cervical, and jugulo-omohyoid 
glands. The central vessels may terminate in either 
side of the neck. The vessels of the base of the 
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Fig. 2. Diagram of the course of the central lymphatic 
vessels of the tongue to the glands on both sides. S. M., 
Submaxillary glands. U.D.C., Upper deep cervical 
glands. L. D. C., Lower deep cervical glands. 


tongue terminate in the upper deep cervical, jugulo- 
digastric, and jugulo-omohyoid glands. The vessels 
near the midline of the tongue may run to either 
side of the neck. 

The secondary vessels of the submental glands run 
to the submaxillary and jugulo-omohyoid glands. 
The submaxillary efferent vessels run to the jugulo- 
digastric, jugulo-omohyoid, and intervening glands. 
The efferents of the jugulodigastric glands run to 
the deep cervicals below, and the efferents of the 
jugulo-omohyoid terminate in the supraclavicular 
glands (Fig. 1). 

Since cancer of the tongue usually metastasizes 
very early, it is necessary to remove not only the 
primary growth, but also the lymphatic glands on 
one or both sides of the neck, depending on the 
location and extent of the growth. The glands which 
should be removed are those which receive lym- 
phatics from the particular area on the tongue 
where the growth is situated. 

The only adequate method of removing the glands 
is by block dissection of the neck. If the glands are 
not involved, a partial block dissection may be 
done, in which the submental, submaxillary, sub- 
maxillary salivary, and upper deep cervical glands, 
including the jugulo-omohyoid are removed with a 
portion of the sternomastoid muscle. When the 
glands are involved a complete block dissection in 
which all of the glands, including the sternomastoid 
muscle and the internal jugular vein from the 
clavicle upward are removed, is necessary. When 
a complete block dissection is done on both sides the 
— jugular vein should be preserved on one 
side. 
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The bilateral operation is indicated if there are 
growths at the tip and frenulum, dorsal surface, 
base, and lateral border of the tongue which have 
spread toward the midline. The unilateral operation 
is indicated only when the growth is located on the 
lateral border of the tongue. The primary growth 
on the tongue should be excised widely on account 
of the possibility that cancer cells may have per- 
meated into the lymphatics in the neighborhood of 
the growth. It is not necessary to remove all the 
lymphatic vessels intervening between the growth 
and the glands. Frencu K. HANSEL. 
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Boitel, W.: Notes on the Etiology of Goiter (Notes 
sur l’étiologie du goitre). Rev. méd. dela Suisse Rom., 
1920, xl, 717. 

From a study of goiter in the canton of Vaud, 
Switzerland, the author draws the following con- 
clusions: 

1. Goiter is very irregularly distributed in the 
canton of Vaud. 

2. The distribution seems to coincide with the 
character of the physical geography. The minimum 
incidence is found in the Jura mountain chain and 
particularly on its eastern slope, while the maximum 
incidence is in the valleys of the Broye and the 
Mentue. The condition is more common also in the 
plain of the river Rhone than in the mountains of the 
vicinity. 

3. Heredity was demonstrated in 47 per cent of 
the cases investigated. 

4. It could not be determined whether the native 
population was attacked more or less frequently 
than new settlers. 

5. Goiter has a distribution entirely different 
from that of typhoid fever. 

6. Goiter seems to attack the rural populations 
more frequently than urban populations, but the 
difference is not very marked. 

7. There is no proof that the primary cause of 
goiter is the lack of iodine. 

8. The distribution of goiter in Switzerland does 
not correspond to the zone described by Hunziker 
on the basis of climate in regions between 600 and 
1,000 degrees in altitude. 

9. It isnot possible to state definitely that there 
is a causal treatment of goiter. 

W. A. BRENNAN. 


Clagett, A. N.: The Treatment of Goiter with 
Radium. Illinois M. J., 1920, xxxviii, 318. 


In the author’s opinion radium is beneficial only 
in Graves’ disease and the malignant, parenchyma- 
tous, and toxic types of goiter. Regardless of the 
etiology of the condition, certain distinct changes 
take place in the thyroid gland, the blood, and some 
of the other organs. Many observers have noted 


a general increase in connective and lymphoid tissue, 
proliferation of glandular cells, and enlargement and 
multiplication of blood vessels. The colloid ma- 
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terial is scanty and lacks the usual bright stain. 
There is excessive iodine in the blood. Lympho- 
cytosis and a decrease in the polymorphonuclear 
neutrophiles are found. 

On the basis of his own experience and 151 arti- 
cles in the literature, Melchior states that enlarge- 
ment of the thymus occurs in about go per cent of 
the cases of exophthalmic goiter. There is also en- 
largement of the spleen and the lymph glands. 

If an operation is performed normal thyroid tissue 
is removed with the diseased portion of the gland. 
In the portion which is left certain of the diseased 
elements remain and often cause renewed prolifera- 
tion. The thymus gland also remains. Radium 
possesses the ability to kill a diseased cell or a new 
growth cell in one-fifth the dosage necessary to kill 
a normal adult cell. When applied to a blood vessel 
it causes a swelling of the tunica intima followed by 
an obliterative endarteritis in the smaller vessels 
and a diminution of the caliber of those which are 
larger. Whether the toxic secretion is due to the 
additional blood supply or to the activity of the 
newly formed cells in the gland, or both, it will be 
affected by the radium. A further advantage of 
radium treatment is that. while its diffuse action over 
the entire gland will eliminate the toxic cells, the 
normal healthy tissue will not be affected if the dos- 
age is estimated accurately. 

The author reports 47 cases of exophthalmic 
goiter treated with radium. The ages of the patients 
varied from 16 to 74 years. Six of them had been 
operated upon before and had had recurrences, 
while 17 were considered poor operative risks. In 1 
case out of 5 there has been no reduction of the goiter 
but in the others the circumference of the neck has 
decreased from 34 in. to 34% in. The exophthalmos 
has been usually the last symptom to disappear. In 
5 cases it has persisted. The pulse rate has been 
reduced from 20 to 50 beats, nervous symptoms and 
tremors have disappeared entirely, and the patients 
have gained in weight. W. L. Brown. 


Brenizer, A.: Goiter: Observations Drawn from 
240 Operated and 82 Unoperated Cases. South. 
M.J., 1920, xiii, 815. 

The author applies the term “‘goiter’’ to all en- 
largements of the thyroid gland. 

To facilitate the diagnosis and treatment of 
goiter Brenizer outlines a classification of the path- 
ological anatomy of the thyroid gland as follows: 

A. Disturbances in development: (1) absence of 
the thyroid gland; (2) accessory thyroids. 

Disturbances in metabolism: (1) atrophy fol- 
lowing inflammation and the reduction of the blood 

‘supply by ligation of the vessels; (2) degeneration— 

parenchymatous, hyaline, amyloid, calcareous. 

C. Disturbances in circulation: (1) local and 
general venous congestion leading to enlargement of 
the thyroid; (2) a marked development of either 
the arteries or the veins, a condition which may ac- 
company any of the goiters and determine the 
nomenclature vascular goiter.” 
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D. Inflammations: (1) simple thyroiditis, not 
infrequently accompanying the various infectious 
diseases; (2) visible purulent infections, which are 
rare; (3) tubercles found in the thyroid in associa- 
tion with disseminated miliary tuberculosis; (4) 
gummata, which are found very seldom. 

E. Regenerations: thyroid tissue is slow to re- 
generate. 

F. Hypertrophic enlargements. 

G. Tumors: (1) adenoma, the most common 
benign tumor of the thyroid gland; (2) malignant 
tumors. 

The action of most of the other ductless glands 
—the pituitary, the parathyroids, the thymus, the 
adrenals, the pancreas, and the gonads—is asso- 
ciated with that of the thyroid. For example, in 
endemic cretinism not only the thyroid but also the 
hypophysis is usually degenerated strumously and 
in hypophyseal dystrophy a slight degree of thyroid 
insufficiency is not infrequently indicated by a 
myxcedemoid puffiness of the face, especially in the 
later stages. 

An important diagnostic test of exophthalmic 
goiter is the adrenalin test as carried out by Goetsch. 
It is a known fact that patients with exophthalmic 
goiter bear adrenalin poorly, and there are many 
symptoms of exophthalmic goiter which point to an 
increase of adrenalin in the blood. 

The relationship between the thyroid gland and 
the sexual organs is shown by the swelling of the 
thyroid gland in the premenstrual period and by 
the false goiters of adolescence and pregnancy. 

The author had under his care four cases of ex- 
ophthalmic goiter in which an operation had been 
performed previously for large ovarian cysts, and 
two cases in which one operation had been per- 
formed previously for exophthalmic goiter and 
another operation was done subsequently for enor- 
mous cysts. 

The presence of goiter is diagnosed by the follow- 
ing simple signs: (1) an enlargement over the front 
of the neck, more often asymmetrical than symme- 
trical and extremely variable in volume; (2) a nor- 
mal and usually not adherent covering skin and 
considerable dilatation of the superficial veins; (3) 
a mass which is freely movable from side to side, but 
only slightly from above downward, and moves up 
and down with the trachea during deglutition; (4) 
respiratory troubles such as dyspnoea, hoarseness, 
and aphonia, due to interference with the trachea 
and the recurrent laryngeal nerve; (5) dysphagia 
from compression of the cesophagus; and (6) 
cyanosis from pressure on the veins. 

The consistency of the mass varies with its ana- 
tomical structure. Unless it is malignant its sur- 
face is regularly smooth and its consistency soft 
and elastic. Cysts are fluctuating. 

The author calls attention to the close analogy 
between the syndrome of Graves’ disease and the 
effort syndrome. In France he was able to observe 
practically all transitions between a mild effort syn- 
drome and well-marked cases of Graves’ disease. 


Operation is indicated in all outspoken cases of 
Graves’ disease of at least one year’s duration and 
in all milder cases after the failure of medical treat- 
ment. 

For a successful outcome in cases of exophthalmic 
goiter it is essential that the patient be carefully 
prepared before operation by rest, the application 
of an ice-bag to the thyroid and heart, and cold 
baths. The time chosen for operation should be 
when the patient is in the best possible condition. 
It should be explained to her that the operation 
alone will not effect a cure, as following opera- 
tion she must lead a simple life free from care and 
overwork. G. W. Hocurew. 


Bram, I.: Diagnostic Methods in Exophthalmic 
Goiter, with Special Reference to Quinine. 
Med. Rec., 1920, xcviii, 887. 


The symptoms of exophthalmic goiter and some 
of the diagnostic tests are discussed. Regarding the 
diagnostic tests, which are of importance in the 
borderline or “‘formes frustes” cases, the following 
conclusions are drawn: 

1. The blood picture showing a leucopenia at 
the expense of the neutrophile polynuclear leu- 
cocytes and a relative increase in lymphocytes is 
of only relative value as it is similar to that in 
other thyroid affections. 

2. The thyroid-extract test is to be condemned 
as by this means a latent case may be changed into 
a very active case. 

3. The administration of digitalis is not reliable 
as it gives information regarding the heart rate only. 

4. Complement-fixation tests are still in the 
experimental stage. 

5. The hyperglycemia test is supplementary to, 
or corroborative of, deductions already reached. 
The reaction can be demonstrated in diseases of 
other endocrine organs. 

6. The basal metabolism test is a valuable aid to 
diagnosis, but because of intricate and costly 
apparatus and the special training necessary to 
interpret it, it is still unavailable for general use. 

7. The injection of pituitary body extract is a 
fairly reliable means of confirming a diagnosis. 

8. The Goetsch test or injection of epinephrin 
hypodermically is unreliable at the present time. 

The author describes a test termed the “quinine 
test”? which is both reliable and, because of its 
simplicity and harmlessness, practicable for the 
busy practitioner. This test is based on the fact 
that subjects of thyrotoxemia are exceptionally 
tolerant to quinine administered during the 
course of the disease and for a long time after the 
cessation of symptoms. The technique is as follows: 

The patient is given a capsule containing to gr. 


_ of neutral hydrobromide of quinine four times a 


day with ample quantities of luke-warm water. 
Persons whose thyroid function is not excessive 
exhibit symptoms of cinchonism after they have 
taken between 30 and 50 gr.; susceptible persons 
or those having an idiosyncrasy will have symptoms 
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after the first or second capsule; while those who 
are tolerant may not complain until from 60 to 
100 gr. have been given. In the presence of a hy- 
peractive thyroid no symptoms develop even when 
the quinine is given over a period of weeks or 
months. In the cases of children smaller doses 
should be given. I. W. Baca. 


Burrows, A., and Morison, J. M. W.: The Treat- 
ment of Exophthalmic Goiter by Radiations. 
Proc. Roy. Soc. Med., Lond., 1920, xii, Sect. Electro- 
Therap., 132. 


For the purposes of this article, except for certain 
obvious factors, the effects of the roentgen rays and 
radium are regarded as identical. The technique 
employed with the former consisted of the use of rays 
which backed up a 6 to 7 in. alternative spark gap 
and were filtered through 1 to 3 mm. of aluminum 
and three layers of felt. The skin-anode distance was 
1o in. The dose given to each side of the thyroid 
was 3 H units measured by Hampson’s radiometer. 
With 3 ma. current the administration of this dose 
consumed about nine or ten minutes. Most of the 
cases received two treatments weekly for three or 
four weeks and then one treatment per week. Still 
later the intervals were lengthened to two, three, 
and four weeks, two months, three months, and 
finally six months. If relapses occurred, the inter- 
vals were shortened until satisfactory progress was 
obtained. Most of the cases were under observa- 
tion for from two to five years even though all of 
the symptoms had disappeared. 

The great majority of the radium applications 
were made by applying plates of radium or radium 
emanation to the skin over the enlarged gland. 
For general use, plates of a strength of 2.5 mg. of 
radium element or 2.5 millicuries of radium emana- 
tion to the square centimeter were found best. 
The size and number used varied with the severity 
of the case and the size of the thyroid gland. From 
30 to 50 mg. were sufficient for a mild or ordinary 
case, but frequently this amount was increased to 
twice the amount, i. e., 100 mg. or mc. The plate 
was screened with 1.5 to 2 mm. of lead and the 
secondary radiation effectually kept from injuring 
the skin by twenty-four to thirty-six layers of black 
photographic paper. Twenty-four hour exposures 
were given every six weeks, the apparatus being 
fixed to the skin by adhesive strapping and bandage. 
Heavy treatments at long intervals (such as six 
weeks) were found better than smaller treatments 
given more frequently. A careful watch was kept 
of the condition of the skin. If it appeared at all 
red, treatment was postponed. After from six to 
twelve months of regular treatment the interval 
was lengthened if the progress of the case was satis- 
factory. After twelve months, even if the skin 

appeared normal, it was deemed advisable to omit a 
treatment once in a while. 

As regards the results, it was found that radia- 
tion exerted an inhibitoty effect on the hyperthy- 
roidism which became more or less permanent after 
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prolonged treatment, probably because of a fibrotic 
process which replaced the glandular structures. 
The earliest sign of improvement was a general 
feeling of well-being. The pulse rate, after a quick 
drop followed by a slight rise, gradually became 
slower. The patient took on weight and the general 
symptoms gradually diminished. The exophthalmos 
was usually the last to disappear, at times persisting 
even in a virtually cured patient. When the thyroid 
enlargement was not of long standing it gradually 
grew smaller under treatment. In all cases in which 
there was a definite focus of infection, satisfactory 
progress was delayed until the focus was removed. 
Blood changes were not found to bear any definite 
relationship to the severity of the disease or the 
progress of the condition under treatment. 

In a series of 100 consecutive cases treated with 
the roentgen ray, the results were “‘perfect,”’ i. e., 
no signs or symptoms remained, in 27. In 49. “‘good 
functional”’ results were obtained, the patients 
being able to follow an ordinary, not too arduous 
life. In 20 cases the condition was ‘‘improved.”’ Four 
patients gave up treatment and were not benefited. 

In 100 consecutive cases treated with radium, 
“perfect”? results were obtained in 20 and ‘“‘good 
functional” results also in 20. In 4o cases the condi- 
tion was improved. Twenty patients gave up 
treatment and were not benefited. 

As regards ultimate results it appeared that mild 

‘cases responded best to ray treatment. The end- 
results in severe cases were less favorable. The most 
difficult to treat were those in which the exophthal- 
mic type developed in a case of old simple goiter. 
Acute toxic cases were not found suitable for 
irradiation. 

In conclusion, the authors state that irradiation 
of the thyroid gland is a safer method of treatment 


SURGERY OF 


CHEST WALL AND BREAST 


Grabfield, G. P., and Squier, T. L.: A Roent- 
genological Study of the Course of Post-Influ- 
enzal Pyopneumothorax. Arch. Surg., 1920, i, 
564. 


During the last few months the authors have had 
the opportunity to study roentgenologically the 
course of 4 cases of post-influenzal pyopneumo- 
thorax. These were treated as conservatively as 
possible and in only 1 instance was recourse had to 
a radical surgical procedure. The roentgenograms, 
all of which were stereoscopic, were made with a 
hydrogen tube and a 33-in. target-plate distance. 
The patients were in the erect position and both 
exposures were made during one inspiration. De- 
tailed histories of the cases are given, together with 
a description of the clinical course and the findings 
of the frequently repeated roentgen examinations. 

These cases presented almost all the conceivable 
findings in such a process. The first two were of 
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and gives more uniform and promising results in 
cases of exophthalmic goiter than any other. 
HARTUNG. 


Wilson, C. M., and Wilson, D.: The Determination 
of the Basal Metabolic Rate and Its Value in 
Diseases of the Thyroid Gland. Lancet, 1920, 
cxcix, 1042. 

According to the authors, the basal metabolic 
rate is ‘the total heat production per hour per 
square meter of body surface, with the subject at 
rest and in a postabsorptive condition.”’ Estima- 
tion of the basal metabolic rate is of value in the 
diagnosis and treatment of both hyperthyroidism 
and hypothyroidism as it furnishes an exact index of 
the activity of the thyroid gland. The most suitable 
method of treatment in each case may be indicated, 
that is, whether it should be rest and drugs, X-ray, ‘ 
or surgery, and the results may be followed accurate- 
ly by making frequent estimations of the basal 
metabolic rate. 

The authors use the open-circuit type of appar- 
atus similar to that of Boothby and Sandiford at 
the Mayo Clinic except that a gas bag is substituted 
for the gasometer. Analyses are made of the ex- 
pired air which is collected during a known period 
of time and measured, and calculations are made to 
determine the amount of heat produced per hour 
per square meter of body surface. The standards of 
Gephart and Dubois are used to determine the area 
of body surface from the measurements of weight 
and height. 

Three cases are cited to show the value of estimat- 
ing the basal metabolic rate in diagnosing and in 
following the course of hyperthyroidism and myxce- 
dema under different methods of treatment. 

G. S. Fouts. 


THE CHEST 


interest because of the long duration of the empy- 
ema. Case 1 showed the strong tendency on the part 
of patients with this condition to recover spontane- 
ously. The treatment consisted merely of rest in 
bed and a relatively few aspirations. Cases 2 and 3 
also showed the tendency toward spontaneous 
recovery but the improvement became stationary 
under expectant treatment. Both of these patients 
rapidly recovered following a simple thoracotomy 
and tubular drainage. Case 5 showed the im- 
portance of position when a diagnosis of the presence 
of air and fluid is made by roentgen-ray examination 
and perhaps constitutes added evidence in support of 
the proposition that in this form of bronchopneu- 
monia it is not necessary to consider the empyema 
until the acute process has subsided unless it be- 
comes so massive as to cause mechanical difficulty. 

In two cases (1 and 3) the condition of the chest at 
the present time is practically indistinguishable from 
that of the normal. It is not possible to state how 
much deformity will eventually remain in Case 2, 
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but judging from the other cases it is probable that 
a great deal of the pleural thickening will disappear. 
Unfortunately no recent roentgenogram of Case 4 
was obtained. Clinically, however, the deformity 
is not great. 

From these cases it seems evident that expectant 
treatment with aspiration is justified when indicated 
until improvement is no longer clinically demon- 
strable. The indication is then for the simplest 
surgical procedure which will supply adequate 
drainage. 

The authors present the cases reviewed and their 
roentgenograms to demonstrate how completely the 
normal chest markings may be restored even after 
the presence of extensive adhesions, marked pleural 
thickening, and pulmonary deformity. In treating 
cases of this type it should be remembered that 
during the acute stage the effusion should not be 
removed unless there are definite indications. The 
procedures employed subsequently should be as 
conservative as possible and determined by the 
clinical course and frequent roentgen-ray examina- 
tions. Hartunc. 


Stewart, M. J., and Forsyth, J. A. C.: Massive 
Cholesterin Deposits in the Breast in Cases of 
Long-Standing Mastitis. Brit. J. Surg., 1920. 
vill, 59. 

Attention is called in this article to the deposits 
of crystalline cholesterin formed in the tissues as 
the result of various pathologic processes. This 
usually occurs in tissue subject to local disintegra- 
tion. In certain cases, as in the breast with duct 
obstruction, the retention of secretory products is 
an added factor. The crystals, usually tabular in 
type, may be acicular. Reference is made to the 
cases of two women aged 63 and 34. Both of these 
patients had an intermittent, bloody, purulent dis- 
charge from the nipple. 

The causative factors of cholesterin deposits are 
the accumulation in situ of necrotic tissue, effused 
blood, glandular secretion, and inflammatory exu- 
date. In the process of disintegration the more 
soluble constituents are absorbed, while the less 
soluble, such as cholesterin and the hematogenous 
pigments, remain in the tissues. 

The histologic appearance of the cholesterin in 
paraffin sections is most striking and characteristic. 
An enormous number of clefts are found lying 
parallel to one another in large groups or arranged 
in pennant fashion. The crystals in these clefts 
have the optical and microchemical characteristics 
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of cholesterin. The intervening stroma contains 
foreign-body giant cells in large numbers and many 
foamy endothelial cells, especially around the 
periphery of the main deposits. J. A. BucHanan. 


Cheatle, G. L.: Cysts and Primary Cancer in Cysts 
of the Breast. Brit. J. Surg., 1920, viii, 149. 

Whole sections of female breasts were used in the 
study undertaken by the author. Two types of 
cysts are described, one lined by epithelium which 
originated in the ducts, the other lined by epithelium 
which originated in the acini. Intracystic, simple, 
papillomatous growths are common in both and 
indicate that epithelial proliferation is an important’ 
factor in cyst formation. 

Cysts situated at the periphery of the breast often 
become cancerous. In some cases epithelial pro- 
liferation may give the appearance of lacework 
within the cyst and in others the epithelium may be 
seen invading the fat and connective tissue. Cancer 
may be spread from cysts by coalescence of cancer- 
bearing cysts, by invasion of a simple cyst by a 
cancer-bearing cyst, or by invasion of a simple 
cyst by a cancer-bearing periduct lymphatic vessel. 

Of the two types of simple cysts, cancer is more 
common in those lined by duct epithelium. The 
author does not claim that all cystic breasts will 
become malignant, but he shows by sections that 
cancer sometimes arises in cysts. For this reason 
the removal of all breasts which are clinically cystic 
is indicated. Merte R. Hoon. 


HEART AND VASCULAR SYSTEM 


Renaux, L.: Plastic Reconstruction of the Pop- 
liteal Artery in a Case of Aneurism (A reconsti- 
tuicéo plastica da arteria poplitéa num caso de 
aneurisma da mesma). Brazil med., 1920, xxxiv, 509. 


In a case of aneurism of the right popliteal artery 
the aneurismal sac was extirpated after ligature of 
the two extremities. This left a gap 17 cm. long so 
that approximation by suture was impossible. 
Accordingly, a portion of the internal saphenous vein 
about 18 cm. in length was resected and sutured to 
the ends of the artery. The points of suture were 
then covered with strips of the neighboring mus- 
cles. The operation consumed fifty minutes. The 
wound healed by first intention. 

The clinical history left no doubt that the aneur- 
ism in this case was due to syphilis. 

W. A. BRENNAN. 


SURGERY OF THE ABDOMEN 


ABDOMINAL WALL AND PERITONEUM 


Warren, R.: Operative Treatment of Umbilical and 
Ventral Hernia. Lancet, 1920, cxcix, 1048. 


The author reports a series of 84 cases of ventral 
hernia in adults operated on in the past ten years. 


Forty-nine of these were umbilical in type and 25 
postoperative. Operation should be performed in 
the quiescent stage as surgery in the acute condition 
is attended by a very high mortality. The death 
rate following operation for strangulation or strangu- 
lation and gangrene is 25 and 33 per cent. 
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The author’s operative technique is based on the 
method of Mayo, the principle of which is to suture 
the oblique and transverse abdominal muscles into 
the linea alba. A transverse elliptical incision is 
marked out and carried down to the rectus sheath 
and the aponeurosis of the external oblique. The 
skin and fat thus marked out are cleanly dissected 
off until the neck of the hernia is reached. A suffi- 
cient amount of aponeurosis is stripped bare of fat so 
that when the layers of the rectus sheath are over- 
lapped transversely firm union may be obtained. 
The tissues forming the neck of the sac are divided 
carefully into the cavity of the sac all around, flush 
with the abdominal wall. If gangrene is present, the 
entire mass is removed en bloc and an anastomosis 
is made, preferably end-to-end. The finger is run 
around the margin of the aperture to free the adher- 
ent omentum and the bleeding points are ligated. 
The aperture of the linea alba is closed after the 
peritoneum is stripped, if possible, from the inner 
side of the aponeurosis for 2 or 3 in. around the 
opening. From two to four mattress sutures are 
introduced into the lower edge of the aperture and 
their free ends passed from behind forward through 
the upper border, 2 in. from its edge. When these 
are tied the upper edge overlaps the lower edge by 
2 in. externally and is sutured to the aponeurosis 
on the outside. The skin is closed by a few inter- 
rupted sutures which pass deeply to obliterate the 
dead space. 

Only 7 of the patients whose cases are reviewed 
were traced: 1 died six months after the operation 
(the cause uncertain); 3 were alive without recur- 
rence two, three, and five years respectively after 
operation; 2 died of bronchitis five and seven years 
after operation, without recurrence; and 1 had a 
small bulge in the scar five years after operation. 

Of the 35 cases of postoperative hernia, 13 fol- 
lowed appendectomies and 22 were sequele to 
median or paramedian laparotomies. In each group 
there was one herniotomy for strangulation. The 
average age of the patients was 35. There were no 
deaths in this series. The Mayo method was em- 
ployed for the median or paramedian herniz. In 
cases in which the hernia followed an appendectomy 
performed through a gridiron incision the various 
layers of the aponeurosis ‘and muscles were exposed 
by a free dissection and the abdominal wall was re- 
constructed in its normal state, usually with some 
overlapping of the external oblique aponeurosis. 

Seventeen cases were traced; 7 were cases in which 
the condition followed median or paramedian in- 
cisions. All these patients were in good condition. 
The only poor results were in cases in which the 
condition had followed the low right rectus incision 
for appendicitis. Of 7 cases in which the hernia fol- 
lowed the gridiron incision for appendicitis, 5 
showed perfect results, and 2, a slight bulge five 
years after operation. 

The relative merits of the gridiron and Battle 
incisions and the use of silver wire filigree are dis- 
cussed. If the internal oblique and transversalis 
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muscles are split and not cut transversely there is 
little danger of a postoperative hernia. The use of 
silver filigree has given good results, but experience 


_and wide dissection will reduce the number of cases 


requiring it. MERLE R. Hoon. 

The Biology of Peritonitis Due to Cholera (La biolo- 
gia della peritonite colerica). Riforma med., 1920, 
XXXVi, 973. 


This article refers to recent experimental studies 
of Sanarelli upon cholera. A culture of vibrions ob- 
tained in the province of Isonzo and grown in agar 
was injected into the peritoneal serosa and omentum 
of 8 guinea pigs and the animals were killed after 
varying periods. 

Examination of the serosa and omentum of these 
inoculated animals revealed a marked difference 
between the anatomo-pathologic and bacteriological 
evolution of the local process and the normal course 
of the infection. It was noted that death from 
cholera occurred just as the peritoneal cavity had 
become free from the vibrions. 

Following the injection the vibrions immediately 
appeared in the circulatory system; cultures on 
agar of blood taken five minutes later showed large 
numbers of vibrion colonies. This vibrionemia lasts 
only about one hour and then rapidly diminishes, to 
disappear entirely as the animal succumbs. With 
the vibrionemia there is a concomitant leucopenia, 
negative chemotaxis causing the leucocytes to ac- 
cumulate in the different organs, especially the 
lungs. There phagolysis occurs with the formation 
of a complement which produces granular trans- 
formation of the vibrions. It follows, accordingly, 
that the ccmbination of omental leucocytosis and 
peritoneal leucopenia prevents the polynuctear 
diapedesis on which the histologic defense of the 
organism against the vibrions depends. 


GASTRO-INTESTINAL TRACT 


Holcomb, O. W.: Acute Dilatation of the Stomach. 
Minnesota Med., 1920, iii, 486. 


By “acute dilatation” of the stomach is meant a 
distinct entity of uncertain etiology characterized 
clinically by sudden onset, rapid distention of the 
abdomen, the vomiting of large quantities of dark 
watery fluid, and symptoms of collapse. Brinton 
(1858) and Rokitansky (1883) were the first to call 
attention to this condition. In 1883 Fagge de- 
scribed the disease more accurately. Because of our 
limited knowledge regarding the pathogenesis of 
acute dilatation many theories have been advanced 
as to its probable course. but for purposes of dis- 
cussion these may be divided into: 

1. Functional causes: 

a, Paralysis of the stomach, first suggested by 
Brinton and later supported by Steida, von 
Herb, Braun and Seidel. Braun and Seidel 
conclude that this condition is due to altera- 
tions in the gastric innervation, central, periph- 
eral, or reflex. 
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b, Anesthesia during the course of an opera- 
tion. 

2. Organic or mechanical causes: 

a, Compression of the horizontal portion of 
the duodenum by the root of the mesentery 
and mesenteric vessels. 

b, Torsion or volvulus of the stomach. 

In the main it may be said that there are two 
groups of cases — postoperative cases and those not 
due to operation. In 1918 Coolin of Dublin col- 
lected 188 cases, of which number 69 per cent oc- 
curred after operation, while 31 per cent were due 
to non-operative conditions such as over-eating, in- 
jury to the abdominal wall, acute or chronic disease, 
and in rare instances child-birth. 

The disease occurs at all ages but especially 
between the twentieth and fortieth years. It is 
more frequent in the female sex. In approximately 
75 per cent of the cases it follows operation. The 
onset may occur on the operating table or while the 
patient is still under the anesthetic, but in the 
majority of cases there is a lapse of from one to 
several days before the symptoms set in. The first 
signs to attract attention are the vomiting of green 
or dark brown fluid and abdominal distention. 
Later, symptoms of respiratory and circulatory dis- 
tress are noted, the temperature drops, cyanosis or 
lividity appears, the tongue becomes dry and beefy, 
there is unquenchable thirst, and the urine is scanty, 
at times even being entirely suppressed. 

Postmortem examination reveals an enormously 
dilated stomach which occupies the greater portion 
of the peritoneal cavity. The gastric walls are 
thinned and show numerous hemorrhages and ero- 
sions. 

Recovery depends upon the recognition and treat- 
ment of the case. The best treatment consists of 
the prompt use of the stomach tube. All food and 
water by mouth should be stopped and proctoclysis 
w th rectal feeding instituted. When proctoclysis is 
without benefit, hypodermoclysis should be resorted 
to. Lavage with lukewarm water may be repeated 
every two or three hours or as soon as the patient 
shows symptoms of distress due to the distention. 
The other important factor in the treatment is the 
prone position first described by Schnitzler. The 
patient is turned with the abdomen down and a 
pillow or two is placed under the hips for support. 
Of 26 patients thus treated, 22 recovered. Drugs 
are of little value in this complication. 

The conclusions drawn are as follows: 

1. Acute dilatation of the stomach, while not 
common, is by no means rare. 

2. Although the symptoms are much alike in all 
cases, the pathogenesis varies. 

3. Acute dilatation of the stomach must be dif- 
ferentiated from volvulus of the stomach. 

4. The condition is often mistaken for shock, 
ileus, obstruction, etc. 

5. Mild cases may be followed by spontaneous 
recovery. In most instances, however, the condi- 
tion proves fatal if untreated. 


6. Early and repeated gastric lavage will save 
life in the majority of cases. 

7. The posture treatment may be of great value. 

8. Surgery is not indicated unless there are defi- 
nite signs of obstruction. 


Carman, R. D.: The Roentgen Diagnosis and 
California State 


Louis HANDELMAN. 


Localization of Peptic Ulcer. 
J. M., 1920, xviii, 378. 

The medical and surgical treatment of peptic 
ulcer has long been a subject of controversy; the 
method of treatment depends on proper diagnosis. 
The surgeon has the advantage in that he can see, 
feel, and demonstrate the presence of ulcer before he 
decides on the method of operation. Few medical 
men can be certain of the condition unless the ulcer 
can be demonstrated by the roentgen ray. Treat- 
ing ulcers diagnosed on clinical findings and treating 
those diagnosed on roentgen findings are different 
matters. Although the roentgen ray is not infallible 
and may not distinguish simple ulcers from malig- 
nant ulcers, it can point to the fact that a lesion is 
present and frequently hastens the diagnosis. 

The general opinion that duodenal ulcer has a 
more definite syndrome than gastric ulcer may be 
due to the fact that it is about four times as common 
as gastric ulcer. Moreover, many patients may have 
learned the ulcer symptoms from former examina- 
tions and, thus influenced, may recite a history 
typical of ulcer. 

The localization of peptic ulcer has an importance 
apart from its bearing on diagnostic accuracy. In 
245 cases of gastric ulcer diagnosed by the roentgen 
ray and operatively confirmed during 1918 and 1919, 
33 (14.47 per cent) were found to be carcinomatous. 
Twelve (8.6 per cent) of these were not recognized 
as malignant before operation. Only 6 primary 
malignancies were found in 4,500 operations on the 
duodenum. Since diagnosis is the basis of treat- 
ment, the ability to distinguish gastric ulcer from 
duodenal ulcer in the diagnosis should be of invalu- 
able assistance to the physician from the standpoint 
of prognosis. 

Three thousand, eight hundred and ninety of 
23,598 patients examined at the Mayo Clinic from 
July 1, 1918, to January 1, 1919, complained of 
gastric symptoms sufficient to warrant roent- 
genological study. Operation was done in 343 of 528 
cases diagnosed as cases of peptic ulcer and the 
diagnosis was confirmed in 337 (98.21 per cent). 
Four hundred and seventeen of these were diagnosed 
as cases of duodenal ulcer by the roentgen ray and 
111 as cases of gastric ulcer, a ratio of 4 to 1. Two 
hundred and fifty-five of the 417 cases diagnosed as 
cases of ulcer were operated on; in 246 (96.47 per 
cent) the diagnosis was confirmed. Operations were 
performed in 88 of the 111 cases diagnosed as cases 
of gastric ulcer; in 84 (95.45 per cent) the diagnosis 
was confirmed. The discrepancy between the per- 
centages of confirmed peptic ulcer (98.21 per cent) 
and the confirmation of duodenal ulcer (96.47 per 
cent) and gastric ulcer (95.45 per cent) independent- 
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ly is due to an incorrect diagnosis in 2 cases of gastric 
ulcer and 5 cases of duodenal ulcer. 

There were 21 cases in which a definite pathologic 
condition was shown but accurate localization was 
impossible. The final diagnosis in the 18 cases 
brought to operation was: gastric ulcer, 4; duodenal 
ulcer, 3; gastric and duodenal ulcer, 1; cancer of the 
stomach, 8; cholelithiasis with marked adhesions, 1; 
and a lump of questionable nature in the pyloric 
muscle, 1. 

Sixty-seven cases were diagnosed as ‘“‘indeter- 
minate,”’ a term signifying that from a roentgen-ray 
standpoint it was impossible to express either a 
negative or a positive opinion. Twelve of these 
were operated on, the findings being as follows: 
duodenal ulcer, 5; gastric ulcer, 1; cholecystitis, 
2; cholecystitis with stones, 1; cancer of the stom- 
ach, 1; lesion at the ring, 1; and nodule in the 
liver, I. 

Exploration of the stomach and duodenum was 
done during operation for various abdominal condi- 
tions in 351 of 3,105 cases diagnosed “negative 
stomach and duodenum.” The diagnosis was con- 
firmed by the surgeon in 336 cases (95.76 per 
cent). 

Deformity of the luminal contour, either organic 
or spasmodic, is the principal roentgenological sign 


of disease of the digestive tract. It reveals not only: 


the lesion, but also its location, size, and often its 
character. 

Four types of gastric ulcer may be distinguished 
at operation: (1) small mucous erosions and minute, 
slit-like ulcers; (2) penetrating ulcers with relatively 
deep craters; (3) perforated ulcers, with or without 
the production of accessory pockets; and (4) car- 
cinomatous ulcers. 

The roentgen-ray signs of gastric ulcer may be 
divided into three groups: 

1. Direct signs (pathognomonic): a, the niche; 
b, the accessory pocket. 

2. Indirect signs (diagnostic): a, organic hour- 
glass stomach; 6, spastic manifestations (1) spas- 
modic hour-glass stomach, (2) gastrospasm. 

3. Corroborative signs (not diagnostic): a, 
retention from the six-hour meal; b, gastric hypo- 
tonus; and c¢, alterations of peristalsis. 

The niche is a bud-like projection from the 
barium-filled stomach and is an index either of a 
penetrating or a perforated ulcer. The accessory 
pocket is a pouch-like excavation ranging in diam- 
eter from 1 to 5 cm. Both niche and pocket are 
obviously signs of advanced ulcer. 

Organic hour-glass stomach is an occasional 
sequence of penetrating or perforated gastric ulcer. 
Roentgenologically it can be distinguished from the 
spastic type of hour-glass stomach. It is persistent 
at all examinations, constant in situation, and re- 
mains unaltered after the patient has been given an 
antispasmodic to physiological effect. 

There are two types of spasmodic hour-glass 
stomach, the intrinsic and the extrinsic. For the 
differentiation of intrinsic and extrinsic spastic 
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deformity tincture of belladonna is prescribed. 
Belladonna or atropin will not differentiate spas- 
modic and organic forms of hour-glass stomach, but 
will differentiate intrinsic and extrinsic spasm. 

A distinct residue in the stomach from the six- 
hour meal is seen in 55 per cent of the cases of gastric 
ulcer. Practically 90 per cent of all gastric ulcers 
occur in the vertical portion of the stomach above 
the incisura angularis. The retentions which they 
produce have been assigned respectively to pylo- 
rospasm excited by the ulcer, impairment of peristal- 
sis, and hypotonus. 

Gastric hypotonus, shown by sagging and ex- 
pansion of the lower gastric pole, is a frequent 
accompaniment of ulcer. Hypotonus alone possesses 
little significance, but if it does not accord with the 
habitus of the patient, the possibility of an ulcer 
should be considered. 

The variations of peristalsis met with in gastric 
ulcer include weak peristalsis, hyperperistalsis, 
absence of peristalsis from the ulcer-bearing area, 
and anti-peristalsis. None of these is peculiar to 
ulcer, but all of them are more or less suggestive of a 
gastric lesion. 

Differentiation of ulcer and cancer is rarely 
difficult roentgenologically. Usually ulcers project 
from the gastric contour, while in carcinoma the 
growth with its resultant irregularity extends into 
the gastric lumen. In borderline cases, in which 
carcinoma cells are found in the ulcer, differentiation 
may be impossible. 

An ulcer crater with a base of extreme size should 
suggest malignancy. When a niche 3 cm. or more in 
diameter is noted there are apt to be microscopic signs 
of carcinoma. 

Fully 95 per cent of duodenal ulcers are found in 
the first 4 or 5 cm. of the duodenum, usually on the 
anterior wall. Judd is impressed with their frequent 
multiplicity. 

The roentgenological indications of duodenal 
ulcer may be classified as follows: 

1. Direct signs: a, deformity of the duodenal 
bulb, 6, duodenal diverticulum. 

2. Indirect signs (diagnostic): a, gastric hyper- 
peristalsis, b, gastric retention from the six-hour 
meal (the combination of hyperperistalsis with 
gastric retention and a normal gastric outline is 
diagnostic of duodenal ulcer with obstruction). 

Deformity of the duodenal contour stands first 
among the roentgenological signs of diagnostic 
value. The deformities more or less characteristic 
of duodenal ulcer may be due to: (1) general dis- 
tortion, (2) a niche, (3) an incisura, (4) a diminutive 
bulb, (5) an accessory pocket, or (6) a diverticulum. 
All these deformities are typical and pathognomonic 
of ulcer. 

Hyperperistalsis consists of three or more waves 
running along the stomach on both curvatures. 
The phenomenon of hyperperistalsis is not limited 
to duodenal ulcer as it may accompany disease of the 
gall-bladder or appendix or be seen under normal 
conditions in the hypertonic stomach. 


Farr, C. E.: Perforating Gastric and Duodenal 
Ulcer. Ann. Surg., 1920, \xxii, 591. 

Of the acute abdominal crises, perforation of a 
gastric or duodenal ulcer ranks first in its sudden- 
ness of onset, violence, and gravity. Contrary to 
statistics, a large majority of the author’s cases of 
acute perforation have been gastric rather than 
duodenal. The duration of symptoms was within 
twenty-four hours. The peritonitis was localized 
to the site of perforation in all except 2 fatal cases. 
For the uncomplicated cases no toilet of the 
peritoneum was carried out and no drainage was 
used. Closure was easily effected in all except 2 
cases. Infolding mattress sutures of fine catgut in 
two layers widely placed were used exclusively. 
Posterior gastro-enterostomy was done but once. 

Recovery was remarkably smooth and uncom- 
plicated except in the 2 fatal cases. Of the 21 cases, 
2 came to gastro-enterostomy for pyloric stenosis, 
and in 1, suturing of a perforation had been done in 
another clinic. 

The diagnosis of acute perforation of the stomach 
or duodenum is remarkably easy except in com- 
plicated cases. On the other hand, acute perfora- 
tion of the gall-bladder due to gangrene, acute pan- 
creatitis, and occasionally a high-lying perforated 
appendix will give symptoms suggestive of stom- 
ach perforation. In none of the author’s cases, 
however, was there any such agonizing pain or 
board-like rigidity in the first few hours. After 
twenty-four hours, of course, the symptoms are 
masked by the spreading peritonitis. Shock never 
appeared to be present in the author’s cases and 
vomiting was not frequent. 

Occasionally a perforation may become quickly 
adherent and closed. The great majority, however, 
go on to spreading peritonitis and death if not 
closed surgically. 

The treatment of acute perforations is obvious 
and easily carried out. A simple high laparotomy 
and suture of the opening can be done in a very 
few minutes. The argument for gastro-enterostomy 
is that it tends to aid in healing the ulcer and 
obviates a later operation,for stenosis. It is a well- 
known fact, however, that by far the greater num- 
ber of perforating ulcers tend to heal promptly 
after closure and that re-perforation, hemorrhage, 
and stenosis are exceptional sequela. Moreover, 
the end-results of gastro-enterostomy even in the best 
clinics are not 100 per cent good and it must be 
borne in mind that the majority of the cases of acute 
perforation are operated upon by surgeons of much 
less ability and experience. 

In the author’s 24 cases of acute perforation 
recovery resulted in 21. R. R. Mustett. 


Lewisohn, R.: Persistence of Pyloric and Duodenal 
Ulcers Following Simple Suture of an Acute 
Perforation. Ann. Surg., 1920, Ixxii, 595. 


The idea is prevalent that acute perforation of 
an ulcer of the stomach or duodenum after simple 
suture will result in the spontaneous disappearance 
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of the ulcer. For this reason many surgeons claim 
that simple closure of the perforation to prevent 
leakage of gastro intestinal contents is all that is 
necessary. Gastro-enterostomy they consider an 
unnecessary and rather dangerous procedure in 
these cases. Following simple suture, however, the 
author has noted that the ulcer symptoms are apt 
to persist. Of 7 patients he re-examined following 
operation 6 had been treated by gastro-enterostomy 
and 1 by simple suture. The patient treated by 
simple suture was the only one who still complained 
of pain and fullness in the epigastrium and occasional 
vomiting. The others are entirely well. In the case 
of simple suture the X-ray showed considerable 
residue in the stomach after six hours. 

The main points against gastro-enterostomy 
are the danger of spreading infection and the 
time consumed by the operation. In answer to 
these objections Lewisohn states that if the per- 
foration has occurred into the free peritoneal cavity 
the whole cavity is infected already, while if the 
perforation is walled off and the peritonitis is 
localized, the rest of the cavity can be safely pro- 
tected by packing. Moreover, a gastro-enterostomy 
may be performed so rapidly that the end-results 
are not changed. When great haste is necessary a 
Murphy button may be used. A great advantage of 
an immediate gastro-enterostomy, especially if it 
is combined with exclusion of the pylorus, is that 
the after-treatment (feeding) is simplified. Gastro- 
enterostomy will also safeguard drainage in spite 
of the formation of adhesions. Its chief advantage, 
however, is its curative effect on the ulcer. Simple 
suture leaves the ulcer-bearing areas exposed to 
traumatism. R. R. Musrett. 


Eusterman, G. B.: A Clinical Study of 83 Gastro- 
jejunal Ulcers. Minnesota Med., 1920, iii, 517. 


In Group 1 are 47 cases which followed gastro- 
enterostomy performed in the Mayo Clinic chiefly for 
duodenal ulcer, and in Group 2, 36 cases in which 
the primary operation was done elsewhere. The 
various reasons or causes for disappointment or fail- 
ure after gastro-enterostomy are enumerated. 

Gastrojejunal ulcer, a formidable complication, 
was the condition for which a secondary operation 
was performed in 47 of 3,700 cases treated by gastro- 
enterostomy in the Mayo Clinic (1.3 per cent). 

The ratio of males to females was 7 to 1, which is 
two and one-half times greater than the sex ratio 
in primary ulcer. 

The cause of gastrojejunal ulcers is largely tech- 
nical error or mechanical defect in the operation 
itself. In one-third of all the cases it was highly 
probable that the causative factor was retained un- 
absorbable suture material. 

In 87 per cent of the cases of regular and irregular 
types of ulcer the symptoms resemble those of 
benign ulcer. The remainder are included under the 
intestinal and complication types. 

Eighty-eight per cent of the patients, including 
those who obtained incomplete or no relief, had a 
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recurrence of symptoms within one year after the 
original operation. 

Late painful recurrence is frequently due to a gas- 
trojejunal ulcer. Other possibilities to be ruled out 
are reactivation of the original partially healed ulcer, 
_ ulcer, and malignant degeneration in a gastric 
ulcer. 

Clinical features of diagnostic importance are: 
(1) gross gastric retention, (2) a small movable mass 
in the region of the umbilicus, (3) postoperative pain 
assuming a lower level, (4) gastrocolic fistula, (5) 
gross or occult bleeding with associated anemia in 
the absence of pre-operative hemorrhage, and (6) 
a progressive course and lack of satisfactory response 
to medical treatment. 

Exact pre-operative localization of the ulcerative 
process is possible only through the cooperation of 
the roentgenologist. The roentgenological examina- 
tion furnished reliable direct or contributory evi- 
dence in 65 per cent of the cases. 

Careful operative technique combined with im- 
mediate and continued postoperative medical man- 
agement should greatly reduce the incidence of the 
lesion. Under any circumstances medical partici- 
pation in addition to the removal of foci of infec- 
tion insures satisfactory surgical end-results. 


Pauchet, V.,and Delore, M.: Cancer of the Stom- 
ach (Cancer de l’estomac). Presse méd., Par., 1920, 
Ixxxi, 793. 


Cancer of the stomach constitutes half of the 
cancers of the digestive tract and one-third of the 
cancers of the entire body. Three-fourths of the 
cancers of the stomach are engrafted on old ulcers. 
The greater number of cases of ulcer are not recog- 
nized, being diagnosed as cases of dyspepsia. 

Attention is called to three essential points in the 
diagnosis: 

1. Gastric distress of long standing or associated 
with pain which returns at fixed intervals is sugges- 
tive of malignancy. This is especially true if there 
are periods of freedom from symptoms which give 
the impression that the condition has been cured. 

2. Chemical examination of the gastric contents 
is necessary and should be followed by an X-ray 
examination of the stomach. 

3. It is almost impossible to distinguish the re- 
cent and medically curable ulcer from the chronic 
incurable ulcer. 

All patients with chronic ulcers should be op- 
erated on and all those over 4o years of age who have 
gastric ulcer should be subjected to operation with- 
out delay. If cancer is present, gastrectomy, gastro- 
enterostomy, or jejunostomy is indicated. Jejunos- 
tomy prolongs life for from two to eight weeks and 
is applicable only as a temporary measure. 

Gastrectomy is the only operation offering a pos- 
sibility of cure. If the surgeon operates on only 
movable and slightly adherent tumors, a statistical 
operative cure in 95 per cent of the cases is obtained. 
If the tumors are attached, the operative mortality 
is 25 to 30 per cent. Before any operation, general 
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abdominal exploration is necessary to exclude metas- 
tasis. 

The following program for anesthesia should be 
followed: 

1. Local anesthesia of the abdominal wall in- 
duced with novocaine 1:200. This is sufficient for 
gastro-enterostomy, but not for gastrectomy. 

2. Parietal anesthesia combined with the injec- 
tion of the posterior splanchnics. 

3. Spinal anesthesia. 

Postoperative hemorrhage should be treated by 
washing the stomach with salt solution. If it con- 
tinues the stomach should be lavaged with a 1:4,000 
solution of silver nitrate, but none of the solution 
should be left in the stomach. Other complications 
are vicious circle, separation of the wound, broncho- 
pulmonary infection, infection of the wound, paroti- 
tis, and acidosis. J. A. BucHANAN. 


Cividali, A.: A Contribution to the Diagnosis of 
Gastrocolic Fistula (Contributo alla diagnosi 
delle fistole gastro-coliche). Policlin., Roma, 1920, 
xxvii, sez. chir., 301. 


The principal symptoms of gastrocolic fistula are 
frequent diarrhoea and fecal vomiting without 
symptoms of incarceration. Less important symp- 
toms are rapid emaciation sudden cessation of daily 
vomiting followed by the onset of diarrhoea, a fecal 
odor to the vomitus and eructations, the possibility 
of inflating the stomach through the rectum, the 
vomiting of substances introduced by enema, and 
a presence of hydrochloric acid and pepsin in the 
zeces. 

The author discusses also the X-ray findings. 
Gastrocolic fistula of non-neoplastic origin may be 
cured by operation. W. A. BRENNAN. 


Métraux, A.: The End-Results of Simple Posterior 
Gastro-Enterostomy in Cases of Gastric and 
Duodenal Ulcer (Les resultats éloignés de la gastro- 
entérostomie postérieure simple dans les ulcéres de 
l’estomac et du duodénum). Rev. méd. de la Suisse 
Rom., 1920, xl, 569. 


The author has made an analytical study of 210 
cases of gastric and duodenal ulcer treated by simple 
posterior gastro-enterostomy in the Roux clinic in 
Lausanne. These included: ulcer of the pylorus, 
64 cases; ulcer of the lesser curvature, 67 cases; 
ulcer of the anterior wall of the stomach, 14 cases; 
ulcer of the posterior wall of the stomach, 13 cases; 
ulcer of the greater curvature, 4 cases; ulcer of the 
duodenum, 27 cases; multiple ulcers, 12 cases; and 
occult ulcers, 9 cases. There were 69 cases of com- 
plicated ulcers, viz., callous ulcer, 31 cases; infil- 
trating ulcer, 19 cases; ulcerous tumors, 11 cases; 
and perforated ulcers, 8 cases. 

Operation was followed by recovery in 189 cases 
(90 per cent) and a fair result in 14 cases (6.6 per 
cent). Seven patients died, a mortality of 3.3 per 
cent. One death was due to recurrence, one to 
what appeared to be cancerous degeneration, and 
one to uremia. 
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In the cases of pyloric ulcer recovery resulted in 
go per cent, while in those of ulcer of the lesser cur- 
vature the recoveries varied from 71.4 to 89.7 per 
cent according to the situation of the lesion. In the 
cases of ulcer of the anterior wall of the stomach a 
recovery resulted in 92.8 per cent, while in ulcer of 
the posterior wall a recovery was obtained in 92.3 
per cent. 

Recovery resulted also in 100 per cent of the cases 
of ulcer of the greater curvature, in 96.5 per cent of 
the cases of duodenal ulcer, and in from 50 to 88.8 
per cent of cases of ulcers in other locations. 

The time since the operation varies from eight 
months to twenty-one years. The patients con- 
sidered cured are those who for several months or 
years have been able to do their full work and to 
eat any kind of food without experiencing symptoms 
which could be referred to the trouble for which the 
operation was performed. ; 

The results in this series, the author believes, 
demonstrate well the excellence of gastro-enteros- 
tomy and its superiority to all other operations for 
ulcer. Even if annular resection gave equally good 
results (which is not the case), the simplicity of gas- 
tro-enterostomy would make it preferable. 

The author discusses in detail the objections 
which have been made to gastro-enterostomy. It 
has been stated that this operation is efficacious only 
in cases of marked pyloric stenosis. To this Métraux 
replies that the X-ray examination of 112 cases 
showed that the new opening and the pylorus func- 
tioned simultaneously and normally in 95 cases. 

Another criticism is that when the spasm or 


pyloric obstruction has disappeared the food tends 


to resume its natural course. This, the author 
states, is not true as in the great majority of the 
cases reported the anastomosis functioned with the 
pylorus even after fifteen years. 

The objection that gastro-enterostomy permits 
regurgitation has been rendered invalid since the 
adoption of the von Hacker-Hochenegg-Patterson 
method. 

It is objected that gastro-enterostomy favors the 
formation of a peptic ulcer, but no case of this kind 
was found in the author’s series. 

The most serious objection to gastro-enterostomy 
is based on the possibility that the ulcer may become 
cancerous. In the series reported there were 5 cases 
in which this was a possibility but at autopsy proof 
of such change was obtained in only 1 case, that of a 
patient who died sixteen months after the operation. 

In none of the cases reviewed was the operation 
followed by perforation, hemorrhage, or other ulcers. 
A recurrence of the ulcer developed in only 4 cases. 

With regard to the objection that gastro-enteros- 
tomy does not overcome the spasmodic state of the 
stomach and pylorus the author states that the X- 
ray examination of 112 of the cases in the series 
reported showed rapid evacuation of the stomach 
contents. 

To the objection that gastro-enterostomy has an 
effect only on pyloric ulcers or those near the pylorus 
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Metraux replies that good results were obtained in 
96 of the 107 cases of ulcer at or near the pylorus 
and in 58 of the 67 cases of ulcers distant from the 
pylorus. The difference, therefore, was slight and it 
must be conceded that an operation which gives 
86.6 per cent of good results in cases of ulcers distant 
from the pylorus is an excellent procedure. 
W. A. BRENNAN. 


‘Serafini, G.: The Exposure of a Loop of Small In- 
testine under the Skin After Enterorrhaphy 
(Esteriorizzione di un’ ansa del tenue sotto la cute 
dopo enterorrafia). Arch. ital. di chir., 1920, ii, 339. 


This article reports the case of a boy 14 years of 
age who was injured in a bicycle accident, the ab- 
dominal wall being torn about the level of the um- 
bilicus and a torn loop of small intestine with a 
portion of the omentum being forced through the 
breach. The author made a pararectal incision 
passing through the external wound from the um- 
bilicus toward the left inguinal region. Foetid fluid 
was found in the abdominal cavity. The injured 
intestinal loop which had ruptured transversely 
was brought to the surface for about 15 cm. and 
an enterorrhaphy was done. The loop was hyper- 
wmic and covered with false membranes. The 
blood in the pelvis contained facaloid fluid. 

After the abdominal cavity was cleansed and 
drained the abdominal wall was sutured with silk 
in three planes, a lower opening being left for two 
drains and an upper breach for the passage of the 
loop of intestine which was not replaced in the 
abdomen. The area was then covered with sterile 
gauze. On the eighth day a spontaneous evacuation 
occurred. The exposed loop of intestine was covered 
with granulations and functioned normally. On the 
tenth day the loop was covered with skin from 
neighboring areas and when the patient had suf- 
ficiently recovered he was dismissed from the hos- 
pital with instructions to return a month later. 
The intestine during this period functioned well. 
At the end of the period the exposed loop was freed 
of adhesions and returned to the abdominal cavity. 
The postoperative course was regular. The patient 
made a perfect recovery and is now in excellent 
condition. 

In view of the high mortality attending surgical 
operations on the intestinal tract, treatment in two 
stages merits consideration. W A. BRENNAN. 


Crouse, H.: Chronic Duodenal Dilatation: Its 
Concomitant and Sequential Pathology. Arch. 
Surg., 1920, i, 538. 


Chronic duodenal dilatation is a frequent patho- 
logic condition due to the changes brought about by 
the upright position of the human body. The author 
gives a detailed description of the embryology and 
histology of the duodenum and compares it to the 
duodenum of animals. Certain experiments regard- 
ing the physiological activity of the duodenum 
made by a number of investigators have proved the 
vital importance of this structure. 
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The causes of chronic duodenal dilatation in the 
order of frequency are: ptosis of the transverse 
colon, a small bowel with a short mesentery produc- 
ing duodenojejunal constriction, a jejunum which 
drops perpendicularly and causes angulation, an 
embryological remnant of the gastrohepatic omen- 
tum constricting the first third of the jejunum. 
developmental bands, diverticula of the duodenum, 
pathologic conditions in the head of the pancreas, 
and exaggerated nerve stimuli to this portion of the 
intestine. 

The symptoms are distress in the right epigas- 
trium coming on three or four hours after meals, 
belching, constipation, a rapid irregular heart beat, 
and auto-intoxication. 

The diagnosis is made on the basis of the clinical 
history, the X-ray examination, tests for starch in 
the stools, and Einhorn tests of the duodenal con- 
tents. 

The treatment of this condition is operation con- 
sisting of the correction of the etiological factors 
if possible and a duodenojejunostomy of the lateral 
type. Medical and mechanical measures, however, 
may give marked relief. I. E. BisHkow. 


Morley, J.: Clinical Manifestations of the Mobile 
Proximal Colon. Brit. M.J., 1920, ii, 542. 


Morley briefly describes the development of the 
colon and the part played by the temporary meso- 
colon of the midgut. He compares the anatomical 


development of the normally fixed ascending and 
descending colon of man and orthograde animals 
with the mobile type found in pronograde animals. 


In man a mobile descending colon is rare, but the 
ascending colon is mobile as a developmental defect 
in 20 per cent of persons of all ages. A woman 68 
years of age was operated on for volvulus because of 
symptoms of obstruction persisting for three days. 
At operation the lower 5 in. of ileum, the cecum, 
and the lower half of the ascending colon were found 
to be distended. These parts, which were mobile 
and attached to a long mesentery continuous with 
that of the small intestine, had undergone rotation 
one and one-half turns from left to right. 

In discussions regarding the etiology of intussus- 
ception of the lower ileum, the cacum, and the 
ascending colon emphasis has been laid on the 
mechanics of its production. No attention has been 
given to the predisposing cause, abnormal motility 
of the cecum and ascending colon. Firm fixation 
of these as well as of the ileal band of Lane is an 
effective safeguard against volvulus and intussus- 
ception. In the more frequent type of chronic mani- 
festations of these conditions complaint is made of 
chronic constipation and pain and tenderness in the 
right iliac fossa which is more pronounced on exer- 
tion after the ingestion of food; there is also a sensa- 
tion of flatulence and discomfort in the epigastrium. 
X-ray examination after a barium meal and enema 
gives confirmatory evidence. 

The symptoms are due to abnormal peristalsis 
with delay in the passage of colonic contents and the 
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drag of the overloaded cecum on the ascending 
mesocolon. Putrefaction with chronic catarrhal 
colitis tends to produce toxemia. A surgical con- 
dition, such as ulcer, cholecystitis, cholelithiasis, or 
appendicitis, may be co-existent and must not be 
overlooked. 

The operative treatment of the condition is fixa- 
tion of the ascending colon and cecum in their nor- 
mal position by the method of Coffey or Waugh, 
preferably the former. The radical operation of 
colectomy, partial or total, should be reserved for 
cases of most extreme disability and those in which 
the simpler methods have failed. Merte R. Hoon. 


Sohn, A.: Spastic Ileus (Zur Kenntniss des spastischen 
Ileus). Beitr. z. klin. Chir., 1920, 45. 


The number of positive cases of spastic ileus is 
still very low, about 30; biopsy is undoubtedly 
necessary for the diagnosis. The author reports a 
case, that of a nervous woman 45 years old who was 
brought to the hospital with a diagnosis of mechani- 
cal ileus after a five-day obstruction of the bowels 
and persistent vomiting which finally became of a 
fecal character. The small and large bowels were 
markedly dilated but the sigmoid colon was spastic- 
ally contracted and of an anemic color. Within the 
contracted bowel were found small, hard, and flattened 
fecal balls which at first were mistaken for a tape- 
worm mass. The bowel was opened and the fecal 
balls were removed. The mucosa was then found 
to be very dry but there were no ulcers, no signs of 
inflammation, and no foreign bodies. The spastic 
contraction of the bowel persisted and was not in- 
fluenced in the least by deep anesthesia. 

The operation was not followed by improvement, 
and as no gas was passed even after the administra- 
tion of morphine and atropine, it was necessary to 
form an intestinal fistula. Facal evacuation oc- 
curred through the fistula on the third day. Gradual 
improvement followed and ultimately the stool 
again passed by the natural route. The fistula was 
ciosed by operation after all the intestinal symptoms 
had disappeared. 

Bowel spasm caused by internal or external me- 
chanical irritation (reflex spasm) is distinct from 
that due to nervous causes (nervous spasm). Chief 
of the external causes of irritation leading to bowel 
spasm are dull injuries of the abdomen. Spasm 
following operation is due undoubtedly to small 
emboli from thrombosed mesenteric vessels. In- 
ternal irritation, which is much more common than 
external irritation, is due to the presence of foreign 
bodies in the intestine or inflammatory processes in 
the bowel wall or both. Gall-stone ileus is in reality 
obstruction-ileus plus spastic ileus. Spastic ileus 
associated with the presence of worms in the intes- 
tine is due to the irritation of chemicals contained 
in the intestines and genital organs of the parasites. 
The author does not accept Rost’s hypothesis that 
these toxic agents become active only upon the de- 
composition of dead parasites in the intestine but 
ascribes great importance to a certain hyperexcit- 
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ability of the mucosa and musculature of the bowel 
which is manifested through the nerve plexus of 
Auerbach and Meissner. To the reflex spasms 
belong also the spastic inflammatory spasms, i.e., 
spasms induced by ulcerative or suppurative proc- 
esses, such as the spastic hour-glass stomach, spasm 
of the anal sphincter in cases of anal fistula, rectal 
fissures and hemorrhoids, and spasms in other 
areas of the alimentary canal. Related to bowel 
spasm and evidently a result of it is invagination. 

The purely nervous spastic ileus in which a pri- 
mary causative irritation cannot be discovered must 
be regarded in most cases as a manifestation of 
hysteria or neurasthenia. Differentiation of this 
clinical picture into a hysterical and a spastic ileus, 
such as Wilms desires, seems impracticable as occa- 
sionally the spastic obstruction of the bowel is only 
a subtype of the hysterical form. Sohn divides hys- 
terical ileus into the pseudo-ileus, paralytic ileus, 
and spastic ileus, but it is often very difficult to dis- 
tinguish them. Great care is necessary in accepting 
a history of fecal vomiting given by a hysterical 
patient. Vomiting of formed faces never occurs. 
Regarding the etiology of the spastic ileus of purely 
nervous origin little is known. It is worthy of note 
that the spasms are not relaxed even by deep anes- 
thesia and that in some cases they are found even 
at autopsy. The small bowel and, in the large 
bowel, the sigmoid flexure are most frequently in- 
volved. The duration of the spasm varies. As a 
rule it disappears in a few days. The theory that 
it is associated with paralysis of the adjacent prox- 
imal portion of the bowel is accepted by the author 
as in the case he reports evacuation of the bowel 
through a fistula made just above the spasmodic 
area did not occur until three days later. 

The prognosis of spastic ileus is in general good 
although several fatal cases have been reported. 
The excellence of the general condition as compared 
with the serious clinical phenomena is frequently 
striking. The presence of signs of hysteria gravis or 
some other nervous condition suggests spastic ileus 
but care is necessary in order not to overlook or- 
ganic disease. When the condition is dangerous an 
exploratory laparotomy should be performed. This 
may be of therapeutic value, if only on the basis of 
suggestion. Other therapeutic measures include, 
first of all, gastric lavage, the administration of 
opiates by mouth, by enema. and by subcutaneous in- 
jection, and other symptomatic measures. If the 
symptoms do not then disappear a fistula should be 
formed above the spasmodic area. Bope (Z). 


Van Beuren, F. T., Jr.: The Relation Between In- 
testinal Damage and Delayed Operation in 
— Mechanical Ileus. Ann. Surg., 1920, 
xxii, 610. 


Subject to certain exceptions, it might be stated 
as a corollary that the longer a patient lives with 
acute mechanical ileus before operation, the sooner 
he dies afterward. Van Beuren therefore urges 
early exploration in cases of suspected acute me- 
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chanical ileus. Without doubt the damage to the 
gut usually becomes greater the longer the obstruc- 
tion persists. 

Fifteen dogs were operated upon under ether 
anesthesia and ileus was created by ligating or 
dividing the jejunum within 30 cm. of its upper 
end. One dog died in twenty-four hours and in 2 the 
ligature cut through and thus failed to cause com- 
plete obstruction. 

It appears from these experiments that the third 
twenty-four hours is a rather critical period in the 
course of an acute simple obstruction not complic- 
ated by strangulation of the mesenteric blood 
supply. Apparently because of the intestinal dis- 
tention, there occur along the antimesenteric border 
abnormal areas varying in color from purple to 
green and in size from % to several centimeters. 
These are areas of beginning gangrene. The greater 
the distention of the intestine the less the residual 
elasticity of its wall and vessels. As the vessels 
become elongated, their lumina become narrowed, 
their walls become thinned, and the circulation is 
reduced, especially at the mesenteric border. If the 
distention is relieved sufficiently early, the necrosis 
may remain superficial and healing may occur by 
scar formation or adhesion to other parts. If the 


necrosis extends through the wall, perforation and 
peritonitis follow. 

Protocols of 6 cases are given, together with 13 
illustrations showing the gross and microscopic 
results of over-distention of the gut. C.R.STEINKE. 


Wilkie, D. P. D.: Acute Appendicitis and Acute 
Appendicular Obstruction. Edinburgh M. J., 
1920, Xxv, 308. 


The author classifies the acute diseases of the 
appendix into four distinct types: (1) acute inflam- 
mation of the wall of the appendix; (2) acute ob- 
struction of the lumen of the appendix; (3) per- 
forating ulcer of the wall of the appendix; and (4) 
acute inflammation with secondary acute obstruc- 
tion. 

Type 3 is well recognized as giving rise to a 
fulminant attack with peritonitis. The main pur- 
pose of this paper is to draw attention to Types 1 and 
2 and to establish their fundamental differences as 
regards both pathology and symptoms. 

The wall of the appendix, being rich in lymphoid 
tissue and exposed to a content full of micro- 
organisms, is particularly liable to attacks of in- 
flammation. Primary inflammation is usually asso- 
ciated with malaise, a certain rise in the temperature 
and pulse rate, nausea or vomiting, and more or less 
severe pain in the lower abdomen which gradually 
becomes localized on the right side. The appendix, 
being a hollow viscus, is subject also to obstruction. 
When this occurs, the symptoms which follow are 
entirely distinct from those associated with simple 
inflammation and more striking. 

In experiments to determine the difference in the 
symptoms of appendicitis of Types 1 and 2 the cat 
was chosen as the experimental animal as it is a 
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mixed feeder and possesses a muscular intestinal 
wall. An artificial appendix having been made by 
isolating the last coil of the ileum and then restoring 
the continuity of the intestinal tract, a rubber 
ligature was tied around the proximal end of the 
appendix without disturbing the blood supply. 
When the appendix was left empty under these 
conditions a mucocele was formed; when it con- 
tained a small amount of fecal matter an empyema 
resulted which finally ruptured; and when it con- 
tained a considerable amount of facal matter, 
gangrene rapidly ensued. The close resemblance 
between the pathologic changes observed in these 
experiments and those noted in certain cases of acute 
appendicular disease in the human subject seems to 
warrant the assumption that obstruction is the 
primary factor in both. 

The causes of acute appendicular obstruction are, 
first, the impaction of a concretion either in a stenosis 
due to previous inflammation or in a kink due to an 
adhesion or a congenital fold in the peritoneum, and 
second, tumors at the proximal end of the appendix. 

In some cases the symptoms may set in suddenly. 
In most cases, however, a history of intermittent 
colicky pains or of ‘‘bilious attacks” with pain in 
the right lower quadrant may be obtained. The 
acute attack begins suddenly with severe pain in the 
umbilical region which is frequently associated with 
vomiting. The pain is of an acute colicky nature, 
and in the beginning is intermittent, coming on in 
spasms. After atime it becomes constant and is 
aggravated by more acute spasms from time to 
time. Perforation is followed by relief from pain 
but by an increase in the pulse rate and temperature 
and a somewhat anxious expression. Examination re- 
veals cutaneous hyperesthesia in McBurney’s region, 
muscular rigidity, and tenderness on pressure. 

When obstruction supervenes upon a simple 
inflammation, the pain becomes more acute with 
characteristic spasmodic exacerbations. 

The author concludes: 

1. Primary acute inflammation and _ primary 
acute obstruction of the appendix are distinct 
pathological and clinical entities. 

2. Complete obstruction of the lumen of the 
appendix near its cecal end is followed by changes 
which depend on the presence or absence of fecal 
matter in its lumen. Obstruction of the empty 
appendix leads to mucocele. If little facal matter is 
present an empyema is formed. If much fecal 
matter is present gangrene and perforation result. 

3. In order that cases of obstruction may be 
recognized in their early stages the state of the 
temperature and pulse rate must be ignored and 
stress laid entirely on the facies and the local exam- 
ination of the abdomen. Louis HANDELMAN. 


Pauchet, V.: The Signs and Treatment of Rectal 
Cancer (Signes et traitement du cancer du rectum). 
Presse méd., Par., 1920, xxviii, 705. 

Pauchet states that of every three patients with 
rectal cancer who consult a surgeon one will be 


INTERNATIONAL ABSTRACT OF SURGERY 


inoperable, one may be treated only by a limited 
operation by the perineal route, and one may be 
subjected to a radical operation by the abdominal 
route. 

Wide exeresis of the intestine, the cellular tissue, 
and the glands is often followed by a prolonged cure. 
The prognosis depends, however, upon the diagnosis 
of the first physician consulted by the patient. 

Three methods of treatment are applicable to 
cases of rectal cancer: (1) in favorable cases, an 
abdominoperineal extirpation; (2) in cases in which 
the condition is limited, perineosacral extirpation 
in two stages; (3) in inoperable cases, the formation 
of an iliac anus and treatment with radium. 

The treatment of choice is abdominoperineal 
extirpation in one stage with extensive removal of 
the perineal and pelvic tissues. A wide perineosacral 
exeresis also gives good results. 

The formation of a perineal anus is associated with 
great operative risk and is apt to be followed by 
recurrence. In many cases the anus closes or is 
insufficient. In making an iliac anus Pauchet twists 
the intestine 180 degrees and passes it through 2 
buttonhole opening made in the great rectus or 
oblique muscles which are to form the new sphincter. 
After a few months an anus formed in this way is 
under the control of the will. 

Radium should be used for from eight to fifteen 
days before any operation. W. A. BRENNAN. 


Drueck, C. J.: Cancerous Obstruction of the 
Rectum. Jnternat. J. Surg., 1929, xxxiii, 349. 


Rectal cancer is variable in its obstructive symp- 
toms. Sometimes scirrhous cancer which has 
narrowed the lumen to a marked extent will cause 
little or no obstruction. Ulceration may begin 
early and the sloughing of the growth is sufficient to 
keep the passage open. When obstruction is present 
in the lower rectum or the anus the feces are 
ribbon-like or in the shape of pea-like balls. Clin- 
ically the obstruction resembles simple stricture. 
In cases of encephaloid cancer the passage of feces 
is not so frequently interfered with because of early 
ulceration and sloughing. Ulceration into the sur- 
rounding tissues allows the extravasation of faces 
and often a large dissecting abscess or fistula is 
formed. Digital examination is of great value in the 
diagnosis. 

Rectal cancer is rarely situated on the front wall 
of the rectum alone. Asa rule the ulceration spreads 
to the front and side walls and forms a raised patch. 
A crater-like depression may be felt with the finger. 
Usually the slightest touch causes extreme pain 
and exaggerates tenesmus. A short finger may not 
reach a cancer high up, but when the patient is 
thin the lower limit may be reached by pulling down 
the anus and pushing in the suprapubic region. 
The presence of a hard, irregular, and rough mass 
on one side of the rectum easily diiferentiates the 
condition from simple stricture. 

The most common type of rectal cancer is the 
scirrhous cancer. This usually occurs above the 
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internal sphincter or in the ampulla of the rectum 
and as a rule begins on the anterior wall. It arises 
as a hard nodular mass and extends in a circular 
direction until it has involved the whole circumfer- 
ence of the rectum, leaving only a small opening in 
the middle. It grows lengthwise very slowly and 
rarely involves an area more than 2 in. long. 

The encephaloid cancer occurs as a soft polypoid 
mass very like a benign adenoma but has a broad 
base which infiltrates into the submucous tissue. 
It breaks down very early. On palpation, irregular 
masses appear to have been broken off roughly. 
Raised edges surround the ulcer, giving it a crater- 
like appearance. 

Cancers high in the rectum and in the sigmoid are 
the most difficult to diagnose. The rectoscope is 
valuable in the diagnosis and the roentgen examina- 
tion is indispensable. The most important finding 
is the filling defect. This must be differentiated, 
however, from spasm, faces, intestinal gas, adhe- 
sions, extrinsic pressure, diverticulitis, tuberculosis, 
actinomycosis, syphilis, and benign tumors of the 
bowel. I. W. Bacu. 


Richter, H. M.: A New Operation for Prolapse of 
the Rectum in Women. Surg., Gynec. & Obst., 
1920, xxxi, 526. 


The procedure described is as follows: 

Through a median incision the uterus is drawn up 
and the broad ligaments, including the round liga- 
ments and tubes, are severed close to the uterus. 
The rectum is pulled up taut and its anterior sur- 
face sutured to the posterior vaginal and cervical 


walls. The mesorectum is then perforated and the 
broad ligaments are pulled through this opening 
and sutured together. The pelvic space is obliterated 
by suturing the uteropelvic ligaments to the rectum 
and the free borders of the broad ligaments to the 
posterior pelvic peritoneum. The uterus is then 
sutured to the free border of the abdominal fascia 


and the anterior surface of the fascia. In this way 
firm extrafascial fixation of the uterus is obtained. 
The rectum is further sutured to the free edges of 
the abdominal fascia for a short distance. The 
incision is closed in the usual manner. 

This operation has a limited field as it can be 
performed only when the uterus and broad liga- 
ments may be utilized for the suspension and there- 
fore is applicable only after the child-bearing period 
or to cases in which sterilization is permissible. 

I. E. 


Martin, E. G.: Hemorrhoidectomy: A Composite 
Operation. J. Am. M. Ass., 1920, Ixxv, 1475. 


Free catharsis and a light diet are prescribed dur- 
ing the twenty-four hours before the patient enters 
the hospital and a good night’s rest is assured by 
the administration of a mild hypnotic. Following 
an enema on the morning of operation, two doses 
of morphine, 1% or 1/6 gr., and scopolamine, 1/200 
gr., are given, the first, one hour, and the second, 
one-half hour, prior to the operation. 
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With the patient lying in the left lateral Sim’s 
position on a comfortable mattress, the buttocks, 
peri-anal, and anal regions are thoroughly cleansed 
with soap and water followed by the application of 
iodine, alcohol, and sterile water. 

Step 1.—The buttocks are retracted by an 
assistant, and a 1 per cent solution of sterile pro- 
caine or its equivalent is injected under the skin 
about 11% in. posterior to the anus, the injection 
being continued as the 21% in. needle penetrates 
deeply into the sphincter ani laterally, where about 
1% oz. of the solution is deposited. The needle is 
then withdrawn, and similar injections are made 
into the opposite side of the sphincter. Again, with 
the needle nearly withdrawn, the subcutaneous and 
submucous areas are injected under the hemorrhoids 
and around the anal canal. This last injection, done 
deliberately and without distending or distorting 
the field, is carried with the long needle laterally on 
each side of the anus to the anterior quadrant. By 
this technique, the sensory nerves supplying the 
anal sphincter, anal canal, and peri-anal skin are 
desensitized and complete anesthesia is obtained. 
The anal sphincter is then ready for any necessary 
dilatation and an undistorted operative field pre- 
sents the hemorrhoids for radical removal. 

Step 2.—After dilatation, which is a matter of 
choice and is effected as an aid to further prepara- 
tion, a bivalve speculum is introduced and the 
rectum is thoroughly mopped out with a o.5 per 
cent cresol solution. Following this, a dry sponge - 
is placed beyond the internal sphincter to prevent 
soiling of the operative field. An anal retractor may 
now be used, if desired, to obtain better vision. 
The hemorrhoid is carefully grasped with the battle- 
axe forceps and drawn out tensely, care being taken 
not to traumatize the anal mucous membrane and 
skin unnecessarily. 

Step 3.—An artery forceps is clamped above the 
hemorrhoid and the battle-axe forceps is sub- 
stituted for a sharp-toothed dressing forceps to 
facilitate more accurate treatment when the re- 
dundant part of the pile is cut away. The toothed 
forceps again being employed, all hamorrhoid 
tissue below the anal surface in this segion is dissect- 
ed out with pointed lateral curved scissors. 

The author applies the term “pile” to the tumor, 
and the term “hzmorrhoid”’ to the tumor plus 
any and all hemorrhoid structure below the anal 
surface. 

Step 4.—If the blood supply has not been con- 
trolled by the artery forceps, as evidenced after 
the removal of the hemorrhoid, a second pair of 
forceps is placed to control it before the catgut 
ligature is introduced and tied above. The catgut 
is introduced either with a blunt needle or a ligature 
carrier. It is permissible, however, to use a sharp- 
pointed needle, but with this there is danger of © 
puncturing a blood vessel. The ligature may be intro- 
duced with a ligature carrier after the pile is first 
grasped and drawn down and before the hemorrhoid 
is removed. The author has found that very often 
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with this method it is necessary to introduce a 
second suture to control the bleeding, and therefore 
suggests the use of the forceps to assure hemorrhage 
control before ligation. Emphasis is placed upon 
the fact that no suturing is done for approximation. 
The technique described is carried out successively 
for each hemorrhoid, after which the parts are 
sponged, the gauze is removed from the rectum, and 
a small rubber tube about 14 in. in diameter is 
inserted through the anal canal into the rectum. 
This tube drains any accumulation of fluid from 
the rectum, and should be removed, for the patient’s 
comfort, at the end of the day. 

Postoperative pain is satisfactorily controlled by 
the hypodermic administration of 14 gr. of morphine 
repeated every three hours for six doses. Barring 
contra-indications, it is used routinely. Light fluids 
are given for three full days, after which the bowels 
are opened by a warm oil enema followed in one-half 
hour by a saline enema. The use of soap is avoided. 
Following evacuation, hot sitz baths are of value and 
are much appreciated by the patient. Daily saline 
enemas are prescribed until the anal distress mod- 
erates, after which mild cathartics are depended 
_— The desirable stay in the hospital is five 

ays. 


LIVER, GALL-BLADDER, PANCREAS, 
AND SPLEEN 


Cignozzi, O.: A Contribution to the Surgery of the 
Liver and Bile-Ducts (Contributo alla chirurgia 
del iegato e delle vie biliari). Arch. ital. di chir., 
1920, li, 378. 


Cignozzi reviews 80 cases of hepatic or biliary 
lesions, 78 of which were treated by operation. 
There were 73 recoveries and 7 deaths. The opera- 
tions included 33 hepatostomies for echinococcic 


cysts, etc.; 24 cholecystectomies for gall-bladder 
calculi; and 5 cholecystectomies for non-calcareous 
gall-bladder lesions. 

The 32 cases of echinococcic cysts in the liver 
demonstrated the importance of eosinophilia in the 
hemotologic findings. Eosinophiles were found in 
the blood in 90 per cent of the cases, being absent 
only in cases of suppuration in which polynucleosis 
was noted. In from 60 to 70 per cent of the cases 
operated upon the temperature was of a febrile type 
and showed a definite morning remission. It often 
remained thus for two or three weeks until the 
cystic membranes were eliminated. In the most 
severe cases the author obtained good results from 
serotherapy. 

Twenty-six cholecystectomies for gall-bladder cal- 
culus were followed by recovery in 24 cases and by 
death due to peritonitis in 2. The author has always 
recommended drainage of the remaining cholecystic 
area and broke this rule in only 5 instances. The 2 
deaths from peritonitis he believes were due to in- 
sufficient drainage which favored infection of the 
serosa of the cystic stump. W. A. BRENNAN. 
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White, C. S.: Cholecystgastrostomy. Surg., Gynec. 
& Obst., 1920, xxxi, 493. 

Cholecystgastrostomy or anastomosis between the 
gall-bladder and the stomach has a limited applica- 
tion. It is of value, however, in certain forms of 
cirrhosis of the liver. This condition can be conven- 
iently and logically divided into two types, portal and 
biliary. In portal cirrhosis cholecystgastrostomy 
offers no relief. Biliary cirrhosis, in which it has its 
chief indication, is due to congenital deformity or 
obliteration of the larger gall-ducts, gall-stones or 
contractions of scar tissue, cancer of the head of the 
pancreas, enlarged glands at the hilum of the liver, 
or ascending infection chiefly from the gall-bladder. 
Infection within the bile-ducts eventually leads to 
thickening and blocking with dilatation of the 
smaller bile-ducts, dilated blood vessels, and cir- 
rhosis of the liver. The latter may be interlobular, 
intralobular, or pericellular. Obstructive biliary cir- 
rhosis is characterized by digestive discomfort, 
gradually increasing jaundice, loss of weight, putty 
stools, and an afebrile course. Simple drainage often 
will arrest the inflammatory activity in the ducts, 
but must be continued over a long period of time. 
Cholectostomy accomplishes much but the fistula 
with its uncertain period of drainage, the tendency 
of the wound to heal and discharge at irregular 
periods, the necessity for frequent dressings, and 
irritation of the skin are unpleasant features. 

The technique of cholecystgastrostomy is similar 
to a miniature gastro-enterostomy. The gall- 
bladder and anterior pyloric end of the stomach are 
approximated for a distance of about 1% in. by a 
Lembert suture of fine chromic catgut. Parallel 
to this line of suture an incision about 34 in. in 
length is made in the stomach and gall-bladder. 
the edges of which are approximated by a glover’s 
or locking stitch of No. oo chromic catgut so that 
the two openings are converted into a fistula between 
the stomach and gall-bladder. The anastomosis 
is then re-enforced with omentum. The stomach 
and thickened walls of the gall-bladder will permit 
deep bites with the needle and a rubber dam may be 
used from the cholecystgastrostomy to the surface 
of the abdomen. The Murphy button may be 
substituted for the suture method of anastomosis 
but is open to serious objection as ulceration and 
perforation due to its retention in the gastro- 
intestinal tract have resulted in death. 

R. R. MustTELL. 


Barron, M.: The Relation of the Islets of Langer- 
hans to Diabetes, with Special Reference to 


Cases of Pancreatic Lithiasis. Surg., Gynec. © 
Obst., 1920, xxxi, 437. 

Pancreatic lithiasis is a very rare disease which 
occurs usually in males during the fourth decade of 
life. 

The obstruction of the pancreatic duct leads to 
advanced atrophy of the pancreas associated more 
or less with fibrosis. The islets may remain intact 
even when the acini disappear completely. The islets 
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are epithelial structures which are entirely inde- 
pendent of the acini and have no relation to, or 
communication with, the ducts. Changes in the 
islets, such as degeneration, necrosis, and fibrosis, 
generally occur late in the disease and are probably 
the result of a superimposed secondary infection 
consequent to prolonged stasis in the ducts. 

In complete accord with the results obtained 
experimentally in animals, occlusion of the ducts 
by calculi in man is not followed by diabetes mel- 
litus unless the islets are injured. 

Cases of pancreatic lithiasis presenting symptoms 
of hyperglycemia and glycosuria reveal definite 
lesions of the islets at autopsy. 

The principal clinical findings in cases of pan- 
creatic lithiasis are colic-like epigastric pains often 
associated with temporary glycosuria, steatorrhcea, 
alimentary glycosuria, incomplete digestion of meat 
fibers as revealed by the persistence of the nuclei in 
muscle fibers in the feces, and, occasionally, the 
presence of whitish or grayish pancreatic stones in 
the feces. The late stages are often associated with 
diabetes mellitus. 

Operations on the pancreatic duct are often suc- 
cessful. The danger of fat necrosis due to the 
escape of pancreatic fluid appears to be negligible. 

H. A. McKnicar. 


Fowler, R. H.: Surgical Jaundice; Report of a Case 
of Primary Carcinoma of the Pancreas. Med. 
Rec., 1920, xcviii, 767. 

Surgical or non-hepatogenous jaundice due to 
obstruction to the biliary flow between the liver 
and duodenum is caused by trauma, inflammation, 
or new growth of the walls of the hepatic or com- 
mon duct or by pressure due to external inflam- 
mation or neoplasms. The primary new growths 
causing obstructive jaundice are carcinoma of the 
gall-bladder, the common duct or ampulla of Vater, 
the duodenum or the papilla of Vater, and the 
pancreas or pancreatic duct. 

The author discusses primary carcinoma of the 
pancreas and summarizes the literature on this 
subject as follows: 

Carcinoma, the most common new growth in the 
pancreas, is found in about one-half of 1 per cent 
of autopsies. Sixty-three per cent of such growths 
occur in males. The condition has been found in 
infants, children and young adults. As a rule the 
neoplasm occurs in the head of the pancreas, is 
small and circumscribed, and, in the absence of 
metastases, cannot be distinguished by palpation 
from chronic pancreatitis. 

Clinically, jaundice is common in carcinoma 
of the head of the pancreas. When the growth is 
situated in the body, pancreatic obstruction may 
occur without biliary stasis, and involvement of 
the portal circulation may produce ascites and 
cedema. Glycosuria indicates involvement of the 
islands of Langerhans. 

Anastomosis between the biliary system and the 
gastro-intestinal tract is indicated in a limited 
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number of cases of obstructive jaundice as by this 
means life is definitely prolonged: Anastomosis 
with the stomach does not injure gastric digestion 
or cause discomfort. The danger of infection is not 
greater in cholecystjejunostomy than in cholecyst- 
gastrostomy. Cholecystcolostomy is not justifiable. 

The author’s case, that of an unmarried woman 
37 years of age, was seen six months after the onset 
of symptoms consisting of heartburn, belching of 
gas, a sour taste in the mouth, epigastric pain, and 
vomiting followed by steadily increasing jaundice 
and itching of the skin. At operation at this time 
free bile-stained fluid was found in the abdomen. 
The head of the pancreas was of stony hardness and 
much enlarged. There was no metastasis. 

Chronic pancreatitis was suspected and the 
gall-bladder was drained. The drainage persisted. 
After two months a cholecystduodenostomy was 
performed. The patient recovered from the opera- 
tion but died two months later. Autopsy revealed 
adenocarcinoma of the head of pancreas with 
metastasis in the liver. 

The author concludes that in cases of obstructive 
jaundice an exploration is indicated. Chronic 
pancreatitis is difficult to diagnose. As a palliative 
measure anastomosis with either the stomach or the 
duodenum is of value. R. C. Wess. 


MISCELLANEOUS 
Orth, O.: Chronic Traumatic Hernia of the Dia- 
phragm and Its Surgical Significance (Die 
chronisch traumatische Zwerchfellhernie und ihre 
chirurgische Bedeutung). Beitr. s. klin. Chir., 1920, 
cxx, 89. 

The author has observed 4 cases of traumatic 
hernia of the diaphragm. In 2, strangulation had 
occurred when the patient was first seen. In both 
instances the herniated colon was completely gan- 
grenous and death resulted. Of the other 2 patients 
one was cured and the other died ten weeks later of 
influenzal pneumonia after he had survived a 
severe attack of pyothorax. Both of these patients 
had been operated on previously elsewhere. 

The incarcerated organs were: (1) the omentum 
and colon; (2) the omentum, stomach, colon, and 
spleen; (3) the omentum, stomach, small intestine, 
and large intestine; and (4) the omentum, stomach, 
colon, and spleen. 

In the formation of diaphragmatic hernia several 
factors are involved. First of all the omentum en- 
ters the opening and prevents union of the edges. 
This is followed by the formation of adhesions with 
the thoracic orgins and upon contraction of these 
adhesions the abdominal organs are dragged up- 
ward. In addition, the pleura has a decided ten-: 
dency to the formation of exudates and the intra- 
peritoneal pressure is increased. Of no little impor- 
tance also is the constant suction due to the negative 
pressure in the thoracic cavity. 

The stomach and colon are the organs more com- 
monly herniated, the spleen and small intestine 
being involved less frequently. In many cases the 
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herniated organs are twisted as much as 180 degrees. 
The severe nutritional disturbances of the colon are 
easily explained by this incarceration and torsion. 
Because of the rich blood supply and the thickness 
of the stomach wall, however, these phenomena alone 
do not explain the gastric ulcers observed in these 
cases. The author believes that such lesions are due 
to strangulation of large parts of the omentum. 

In the early stages pleuro-pneumonic and cardiac 
symptoms are noted. These are often followed by a 
painless interval and then by gastro-intestinal symp- 
toms (a feeling of fullness, dysphagia, vomiting, etc.). 
Objectively in the beginning only the signs of 
thoracic injury are observed (haemothorax, empye- 
ma, etc.). Later tympanitic sounds are noted on 
auscultation and percussion. The introduction of 
fluid into the stomach produces a rushing sound to 
the left of the heart. Shoulder pain due to irrita- 
tion of the diaphragm is often present. The most 
important aid in the diagnosis is the X-ray. Air 
spaces in the thoracic cavity, retraction of the lung 
and elevation of its lower border, and shadows due 
to the misplaced organs are observed. The patient 
should be examined with the fluroscope after a bis- 
muth meal and while lying on his side so that the 
bismuth line will be at a right angle to the line of the 
diaphragm. 

Because of the incarceration the prognosis is grave. 
Early diagnosis will decrease the present high opera- 
tive mortality (50 per cent). 

Radical operation alone is to be considered in the 
treatment and for this the author urges the use of 
the abdominal route. The best exposure is obtained 
by an incision which begins at the edge of the rib at 
the end of the xiphoid cartilage, divides the rectus 
muscle, and enters the intercostal space between the 
ninth and tenth ribs without opening the pleura. If 
the operation is done under increased pressure the 
great distention of the lung will prevent the forma- 
tion of a pneumothorax and decrease the exudate 
formation, thus considerably lessening the danger of 
infecting the pleura. The tear in the diaphragm 
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should be sutured; plastic covering is usually un- 
necessary. To decrease the tension of the diaphragm 
temporarily during the operation the phrenic nerve 
may be divided. Pyopneumothorax which unfor- 
tunately is a not uncommon complication should 
be treated by the suction method of Perthes. 

Deus (Z). 


Huber, F.: Lambotte-Handley Drainage in a Case 
of Chylous Ascites; Second Report. Arch. 
Pediat., 1920, xxxvii, 600. 

Good results have been obtained by draining the 
ascitic fluid through the opening between the fascial 
layers of the thigh where it is gradually absorbed 
in the connective tissue of the thigh and anterior 
abdominal wall. 

The case reported was that of a boy 8 years of 
age with a negative history, negative urine, and 
negative blood, von Pirquet, and Wassermann 
tests, but with marked cedema of the penis, both 
thighs, and the anterior abdominal wall. An explora- 
tory laparotomy was done and 2,000 c. cm. of ascitic 
fluid were withdrawn. The small intestines were 
pale and distended and the lacteals and lymph 
glands were markedly engorged. The Lambotte- 
Handley plan of drainage was decided upon and six 
strands of No. 7 white silk 4 in. long were grasped 
in a narrow blade forceps and thrust through the 
peritoneum to the outer side of the femoral vessels 
in the thighs and at the upper angle near the umbili- 
cus. Care was taken not to leave the projecting 
strands of silk too long as this might cause attach- 
ment of the omentum or obstruction. Five months 
later examination revealed no abnormality of the 
abdomen and the patient was in good health. 

Interference with drainage may be followed by 
recurrence of ascites. A glass drain usually permits 
too great a flow and acts as a foreign body. Calf 
aorta hardened in formalin does not act as a foreign 
body. Care is necessary not to make the outlet too 
large as in such case there is danger of the develop- 
ment of a hernia. R. R. Mustett. 


SURGERY OF THE EXTREMITIES 


DISEASES OF THE BONES, JOINTS, MUSCLES, 
TENDONS, ETC. 

Morse, P. F.: The Peroxidase Reaction in Three 
Cases of Multiple Myeloma of the Bones, with 
Remarks Concerning the Nosological Position 
of These Tumors. J. Cancer Research, 1920, v, 
345- 

The exact pathologic characteristics which per- 
mit the classification of a tumor in the myeloma 
group have never been uniformly agreed upon. 
From the clinical point of view the cases are fairly 
well defined. The presenting symptom which brings 
the patient to the clinic is usually deep-seated pain 
of a constant and distressing character associated 
with marked weakness and cachexia, and occasion- 
ally with conditions leading the physician to the 


consideration of organic disease of the spinal cord. 
The physical examination usually discloses severe 
emaciation, loss of weight, and anemia. On care- 
ful examination of the osseus system it is found that 
as a rule the bone tumors are most evident in the 
ribs. In many cases, however, their presence in the 
long bones is revealed by pain or spontaneous frac- 
ture. The X-ray leaves no doubt regarding the 
condition as circumscribed or diffuse bony tumors 
are discovered in practically all parts of the body. 
The urine sometimes contains the Bence-Jones 
albumose. The relatively rare occurrence of the 
disease and the present hopeless prognosis are 
responsible for the fact that interest has been 
centered chiefly in the histologic pathology of the 
tumors and their nosological relationships. 
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The term “‘multiple myeloma” was first used by 
von Rustizky who regarded the condition more as 
a hyperplasia than a neoplasm and believed that the 
characteristic cell was a marrow cell. He took this 
stand because of the general resemblance, both 
gross and microscopic, between the tumor and 
marrow tissue. The detailed histology of the mar- 
row had not then been sufficiently developed for a 
detailed microscopic study of the cellular elements 
involved. 

On account of the fact that some cases reported 
as examples of myeloma have apparently been of 
the lymphocyte type, such as that of Herrick and 
Hektoen, there has been a tendency in the later 
literature to limit the use of the term “myeloma” 
to tumors having a characteristic histology. 

The oxidase reaction is an addition to the methods 
of studying these tumors and may be applied to 
each new case observed. The author states that a 
negative reaction does not prove the tumor to be of 
non-myeloblastic origin, and that he has been unable 
to find proof in the literature that cells of the mar- 
row other than the myelocyte series have not acted 
positively to the oxidase reaction. The lymphocyte 
series have reacted negatively and the more differ- 
entiated members of the myelocyte series have 
acted positively under normal conditions. While on 
these grounds it was not considered logical to resort 
to this technique to decide the origin of a circulating 
blood cell, it was quite another and unjustified 
leap of logic to assume that in the bone marrow no 
cells but the myelocyte series will give the peroxi- 
dase reaction even under pathologic conditions. 
The point is that while the latter assumption may 
be true, the question has not been studied. In other 
words, the peroxidase reaction applied to myelo- 
mata has given interesting information, but until 
our knowledge of bone-marrow histology is more 
definite, nothing can be actually settled by applying 
this reaction to a particular case. Morse considers 
very important Mallory’s point of view that these 
tumors do not consist of cells of the myelocyte 
series because they do not differentiate in the same 
way. He summarizes his article as follows: 

Three cases of non-oxidase reacting myelomata 
have been reported. . 

The histogenesis of these tumors has been dis- 
cussed and data have been presented which were 
interpreted as supporting the theory that the so- 
called “plasma cell’ type of myeloma is not of 
myeloblastic origin and has no relation to the leu- 
cemic group. 

It has been suggested that the “plasma cell” 
myeloma springs from a series of cells the specific 
function of which is bone absorption, and that the 
myeloma cell might be a heteroplastic “osteoblast.” 

The finding of abnormal cell types in the peripher- 
al blood of patients with myelomata has not 
been demonstrated by the published examples to 
be specific and characteristic of this form of tumor. 
The myelocytes, “plasma cells,” and other abnormal 
cell types, together with varying degrees of leucocy- 
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tosis and disturbances in the percentage relation- 
ships of the various normal leucocytes, have been 
adequately accounted for by the condition of malig- 
nancy accompanied by widespread bone-marrow 
involvement and have been found in non-myelo- 
matous conditions. G. E. Bemsy. 


Terracol, J., and Colanéri, L. J.: Pneumo-Serosa 
of the Joints (La pneumo-séreuse articulaire). 
Presse méd., Par., 1920, xxviii, 655. 

During the recent war cases of joint injury were 
frequently examined with the X-ray after insuffla- 
tion of the joint cavity. The authors’ experience 
with this method has been limited to cases of hemo- 
hydrarthroses, hydrarthroses, and other conditions 
not due to infection. They prefer the injection of 
sterile atmospheric air rather than oxygen gas which 
has been used by others. The air is filtered through 
a small tube of sterile cotton. Before its injection 
the fluid in the joint is withdrawn as a mixture of 
fluid and air results in a hydro-pneumo-arthrosis 
which clouds the radioscopic picture. A hypoder- 
mic needle is employed. If the fluid accumulated 
in the joint necessitates the use of an instrument of 
larger caliber, the operation is performed in two 
stages, the injection being made the first or second 
day following the evacuation of the joint cavity. 
The injections are measured by means of a Luer 
graduated syringe or a Potain pump. 

In the case of the knee joint the injection is made 
at the upper external angle of the patella. In the 
X-ray picture following insufflation the bone sur- 
faces are seen in sharp relief. The ligaments and 
menisci are discerned quite clearly when the patient 
is in ventral decubitus with the patella against the 
plate and the leg slightly flexed. 

The meniscus is best examined with the patient 
in dorsal decubitus with the popliteal fossa against 
the plate and the leg extended. The articular mem- 
brane is well defined, pockets and other peculiarities 
being shown in profile. At the articular interline 
the injected air acts like a fluid, tending to sepa- 
rate the bone surfaces of the joint. This interline 
has been observed also in cases of laxness of the 
joint. 

The findings in other joints are also described. 
The authors conclude that the method should be 
employed more generally. While today it is of 
value primarily in the diagnosis, ultimately it may 
be of therapeutic importance. W. A. BRENNAN. 


Basset, A.: Is There Such a Condition as Contusion 
of the Hip? (La contusion de la hanche; existe-t-elle?) 
Presse méd., Par., 1920, xxviii, 867. 


The author does not believe that there is such a 
condition as contusion of the hip because he has 
never observed it. He states that in the cases 
classically described as cases of this kind there is 
always a bone lesion. In the great majority of 
cases this lesion is a complete fracture of the neck 
of the femur and is almost always a true cervical 
fracture. In a few cases it is an incomplete fracture 
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of the neck”of the femur, and in still fewer, a trau- 
matic lesion of the femoral head or condyle. 
Without an X-ray examination a diagnosis of 
contusion of the hip is unwarranted. The author 
quotes several case histories to support his views. 
W. A. BRENNAN. 


FRACTURES AND DISLOCATIONS 


Schrock, R. D.: Early Active Motion in Intra- 
Articular Fractures. J. Am. M. Ass., 1920, Ixxv, 
1320. 

The rapidity of absorption of hematomata in the 
fascial planes and muscles determines the amount 
of residual new cicatricial tissue formed in these 
structures, the ratio being inverse. Any measure 
promoting absorption will decrease the permanent 
damage. 

The hemorrhagic and plastic exudates will often 
practically obliterate the peri-tendon space. Pro- 
longed immobilization results in troublesome ad- 
hesions. Even slight motion, if begun early, is a 
certain preventive measure. 

The thickened portions of capsular ligaments are 
never torn across. Hemarthrosis is taken care of by 
the synovial membrane. If the capsular ligament is 
torn at any joint — as is always the case in a linear 
fracture extending into a joint — the synovia shares 
the same fate. If early motion is possible, extrusion 
of blood from the joint into the soft parts will be 
accomplished more rapidly and the synovia will be 
enabled sooner to resume its normal function of 
secretion. Residual fibrin, especially in the borders 
and pouches, becomes so well organized in a week or 
ten days that it causes uncomfortably firm ad- 
hesions between the adjacent synovial surfaces, and 
in eight or ten weeks, if undisturbed, gives per- 
manent fixation of the synovia. 

Proper reduction of this type of fracture is as 
essential as in diaphyseal lesions. The cases in which 
the fragments are rotated and seemingly blocked 
in malposition are at once to be classed with those 
in which the open operation is best, but closed reduc- 
“tion under complete anesthesia often will give sur- 
prising results. Functional reduction and not 
necessarily anatomical! reduction is the end in view. 

Splinting is essential and should be protective 
rather than destructive. Absolute immobility is 
neither necessary nor comfortable. 

Active contraction of muscle groups is begun in 
the dressings the second and third days. Slight 
active motion can be made the fourth or fifth day. 
By the tenth day motion should be up to half nor- 
mal. After the third week a splint should be ap- 
plied only at night, and after four weeks no splint 
at all should be used. 

These methods present the disadvantages of re- 
quiring more time and personal attention on the 
part of the surgeon, either in the daily personal 
care or in the instruction of office assistants. They 
require also more time and attention on the part of 
the patient. 
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The advantages are summed up as follows: 

1. The mental relief of the patient when he sees 
the joint in motion. His vision of a stiff joint is dis- 
pelled early and co-operation is all the more hearty. 

2. There is little danger from poorly applied or 
ill-fitting methods or fixation. 

3. Ischemic paralyses with their disastrous out- 
come are avoided. 

4. Muscle tonus and volitional control of muscles 
are maintained. 

5. Temporary pathologic changes in the muscles 
are more quickly overcome, and the persistent fi- 
brous degenerations are avoided. 

6. There is less chance of calcareous degenera- 
tion in muscles and ligaments about the joint. 

7. There is less chance of a complication of plastic 
adhesive synovitis and the residual crepitating joint. 

8. Absorptive changes in the bone and decalci- 
fication from disuse are reduced to a minimum, if 
not entirely avoided. 

g. There is less danger of fibrous or bony ankylosis. 

1c. The too-frequent procedure of breaking up 
adhesions under anesthesia with repeated injury 
to the soft parts and increased functional damage is 
obviated. 

11. The additional two or three wecks normally 
consumed in limbering up the joint and strengthen- 
ing the part become unnecessary. 

12. The period of disability is shortened. 

C. R. STEINKE. 


Stern, W. G.: Dislocation of the Carpal Semilunar 
Bone. J. Am. M. Ass., 1920, lxxv, 1380. 


The semilunar is the bone of the carpus which is 
most frequently dislocated, and its dislocation is a 
common cause of persistent disability following 
injuries to the wrist. 

Reduction can be effected and maintained with 
good functional results. Excision is preferable only 
in late and neglected cases. 

The author describes the mechanism and pathol- 
ogy of the dislocation and then gives in detail his 
method of reducing it with the aid of a Thomas 
wrench. He concludes: 

1. Dislocations of the carpal semilunar bone are 
not infrequent, and in uncomplicated cases reduc- 
tion is possible as a rule if treatment is given reason- 
ably early. 

2. More frequent use should be made of the roent- 
gen ray in diagnosing injuries about the wrist joint. 
The presence of a “‘sprain” as well as a definite 
fracture should be confirmed by this means. 

3. In early cases an attempt at bloodless reduc- 
tion of the dislocation by means of over-extension 
and the Thomas wrench under complete anesthesia 
should be made. 

4. The reduced semilunar bone should be held in 
place by fixation in extreme flexion. 

5. Physiotherapy should be used early and con- 
tinued until function is restored. 

6. Old, intractable dislocations or severe fracture 
dislocations should be excised. K. L. VEHE. 
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Buchanan, J. J.: Reduction of Old Dislocations of 
the Hip by Open Incision. Surg., Gynec. & Obst., 
1920, xxxi, 462. 

The author has collected and tabulated 50 cases 
of old traumatic dislocations of the hip which have 
been reduced by open operation. The first opera- 
tion was performed by Polaillon in 1882 and the 
last, the author’s, in 1919. Buchanan considers 
four weeks as the period in which a hip dislocation 
becomes old as by the end of that time the acetabu- 
lum is filled with a mat of fibrous tissue, the head 
and neck are bound down with tissue of the same 
kind, and the muscles are shortened. 

Of the 50 operations, only 3 proved fatal, the 
cause of death in every case being septic complica- 
tions. This is a favorable showing for an operative 
procedure which has always been regarded as very 
grave. 

Twelve of the operations were done on children 
10 years of age or younger, and 12 on young persons 
between ro and 20 years of age. 

In 25 cases the dislocation had been present for 
from one to three months, and in 1 case (Murphy’s 
case) the head had been out for sixteen years. 

In 17 cases the dislocation was not recognized 
until it had become old. In 17 others it probably 
had not been recognized at all as no early trials at 
reposition were recorded. In 11 cases trials were 
made and abandoned. 

As regards 38 cases it is definitely stated that the 
acetabulum was filled with a mass of connective 
tissue. It was empty in only 1 case. Access to the 
head and acetabulum was usually gained by Langen- 
beck’s, Barker’s, or Kocher’s incision. 

In the author’s case, which was of seven months’ 
standing, the head was reduced by manipulation 
and traction, an apparatus devised by Buchanan 
and levers being employed. 

The functional result was ideal in some cases and 
good in 80 per cent. In 20 per cent it was not satis- 
factory. 

The conclusions arrived at by Buchanan are: 

1. The operation is a favorable procedure and 
when performed by modern methods is attended 
with little danger. 

2. The reduction is usually difficult, but in most 
cases may be accomplished by properly planned 
and persevering effort. 


SURGERY OF THE BONES, JOINTS, MUSCLES, 
TENDONS, ETC. 


Hamilton, G.: Cortical Inlay Bone Graft Emplaced 
under Pressure. Texas State J. M., 1920, xvi, 210. 


As the result of the recent war the operation of 
bone grafting has acquired greater importance. 
Heretofore bone grafts were used mainly to bridge 
over fracture lines in cases of non-union. *In war 
injuries it became necessary to bridge over gaps due 
to loss of bone substance. 

The first step of the operation consists of carefully 
resecting all scar tissue and closing the wound accu- 
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rately. This is done as a preliminary step because — 
scar tissue harbors bacteria and breaks down easily 
and a bone graft embedded in scar tissue tends to 
atrophy and fracture. In the next step of the opera- 
tion the ends of the bones are exposed, the tissue 
between the fragments being left intact. The 
muscles are then stripped from the bone for about 
2 in. from the fractured ends and for about one-half 
of the circumference of the bone. Next, beginning 
about 1 in. from the fracture end, an oblique saw 
cut is made about one-third through the bone, in a 
direction away from the point of fracture and at an 
angle of a little less than 45 degrees, the piece of 
bone between the end and the saw cut being re- 
moved with a sharp osteotome. The same pro- 
cedure is repeated in the other fragment. In this 
way the medullary canal is exposed and a bed with 
overhanging ends is prepared for the graft. 

Extension is now made on the limb, and with a 
pair of calipers the length of the bone defect is 
ascertained and, the antero-internal surface of the 
tibia having been exposed, the length of the graft 
is marked on the periosteum with a knife. The 
graft removed is made about 14 in. longer than the 
defect it is to bridge. Its width should correspond 
to that of the bone in which it is to be placed. A 
motor saw is used to cut the sides of the graft and 
to: mark the ends. With a chisel, the ends are cut 
in such a way as to leave them beveled at an angle 
of 45 degrees. The graft is then lifted from its 
bed and emplaced in its new bed by setting in one 
end and extending the limb and levering with an 
osteotome at the other end. In this way it is re- 
ceived so that, with the release of extension, the 
overhanging ends of the bed grasp and fix it firmly. 
Kangaroo tendon is now passed around the graft 
and bone near each end and tied tightly. 

The growth of bone is dependent on function. A 
bone graft under end pressure is functioning from the 
moment it is inserted. As soon as the blood supply 
is established osteogenesis begins and the graft 
grows rapidly. The method described gives an 
extensive surface of contact between the freshened 
bone and the graft and the medullary surface of the 
graft covers the opening into the medullary canal. 

Louis HANDELMAN. 


ORTHOPEDICS IN GENERAL 
Gore, V. M.: Talipes—A Plea for Early Treatment. 
J. Oklahoma State M. Ass., 1920, xiii, 387. 

The author attributes the prevalence of club-foot 
deformities to: (1) the fact that physicians often 
neglect to inform the child’s parents that these 
conditions may be corrected if treatment is given 
at the proper time, and (2) incomplete treatment. 

Congenital cases are treated best when the child 
is three months old, the treatment being continued 
until a month or more after it has learned to walk 
and has walked with the foot in the overcorrected 
position. 

Tenotomy should not be performed until every 
deformity except equinus is corrected. 
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Osteotomy performed before the child has walked 
the author considers gross malpractice. 

In paralysis early prevention is paramount. 
Later the procedure chosen should be that which 
offers the greatest stability of the foot and the 
nearest approach to normal, whether this be an 
osteotomy or the arthrodesis of Whitman or Jones. 

R. V. Funston. 


Harrigan, A. H., and Boorstein, S. W.: The Ortho- 
pedic Treatment of Burns. Ann. Surg., 1920, 
Ixxii, 616. 


The authors consider that deformities due to 
burns should be prevented by proper orthopedic 
treatment. This subject is one of very great im- 
portance but is dealt with very sparsely in text- 
books. As a result, medical students receive very 
little instruction with regard to it. 

Deformities due to extensive burns are well 
known, and, as a rule, a history of numerous and 
unavailing operations to correct the disabilities and 
to prevent the contraction of scar tissue is given. 

By applying braces or plaster casts commonly 
used in the treatment of anterior poliomyelitis, 
peripheral neuritis, etc., the orthopedic surgeon 
may prevent these contractures. 

The authors have used only the simplest forms of 
splints. In addition, they have made an effort to 
instruct and interest the interne and nursing staff 
in the use of their methods. As a result, every 


patient admitted to the hospital receives immediate 
treatment and this codperation has resulted in the 
prevention of contractures in every case. 


The article gives briefly some of the methods of 
preventing the most common contractures. In 
burns of the front or the side of the neck, a collar 
of felt is applied to maintain the head in the mid- 
line with the chin directed upward. If there is a 
tendency toward contracture to one side, the neck 
is pushed to the other side. The height of the collar 
corresponds generally to the length of the neck 
from the chin to the sternum. 

Following burns of the shoulder and axilla the 
arm must be kept in extreme abduction in order 
to prevent the so-called “bat wing” deformity. 
In such cases the hand is tied in slight abduction 
to the head of the bed which is elevated. To avoid 
constriction of the peripheral circulation, felt is 
placed around the wrist before the bandage is 
applied. 

In cases of burns at the elbow extension of the 
arm is maintained by securing the trunk to the 
opposite edge of the bed by means of a sheet passed 
around the chest at the level of the nipple, the 
affected arm being tied to the corresponding side 
of the bed. Sandbags are extremely useful. In 
burns of the wrist and finger it is extremely im- 
portant to keep the adjacent raw surfaces separated. 

For burns in the region of the hip, the authors 
usually tie the feet in abduction to the foot of the 
bed. A sheet is then placed around the chest and 
brought to the head of the bed which is placed in 
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slight Trendelenburg position. This position is 
of value also in cases of burns of the knee. In burns 
of the ankle, the knee should be tied to the side of 
the bed by a sheet passed across it and a sandbag 
should be placed next to the soles of the feet to 
maintain flexion. 

Recently the authors have been using Thomas 
splints, ankle splints, and cock-up splints for the 
knee, ankle, shoulder, and elbow. These have been 
found extremely satisfactory. 

If scar tissue is present gradual stretching is begun. 
Occasionally it has been necessary to resort to 
operation under narcosis to stretch the contractions 
properly. Massage and exercises are begun early, in 
some instances even when the wounds are still open. 

The article cites several specific cases and is very 
well illustrated. L. D. Prince. 


Estes, W. L., Jr.: The Causes and Occurrence of 
Functional Scoliosis in College Men. J. Am. 
M. Ass., 1920, Ixxv, 1411. 


Estes’ observations are based on the examination 
of men entering the freshman class at Lehigh Uni- 
versity over a period of seven years. Functional 
scoliosis was found in 1,856 students, 17.2 per cent 
of the men examined. This percentage was marked- 
ly increased during the war period because of the 
relative increase in the numbers of unfit. 

A left curve was observed in 69.8 per cent of the 
cases; a right curve in 12.6 per cent; and both left 
and right curves in 17.6 per cent. On the basis of 
Lovett’s classification of scoliosis very few con- 
genital cases were found; those in 1917 constituted 
only 1.8 per cent of the men examined. Conse- 
quently practically all the cases were of the acquired 
type. 

Femoral inequality was responsible for the great- 
est number of these scolioses (about 42 per cent). 
This shortening may occur in Bryant’s line or in the 
trochanter-to-external-malleolus measurement and 
is due usually to mild coxa vara or a variation in the 
length of the femoral or tibial shaft. Cases classified 
as occupational constituted 23.6 per cent. Flat- 
foot was the cause in about 22 per cent of the cases. 
About 4 per cent were classified as miscellaneous, 
being due to atrophy and deformity resulting from 
an old infantile paralysis or asymmetry of the pelvis. 
Flat-foot is responsible for a considerable number 
of these cases, but in many other factors also are 
concerned. 

Of 137 cases of short shaft or more acutely 
angled femoral neck, 107 (78.1 per cent) showed 
definite obliteration of the scoliosis when support 
was placed under the foot of the side which seemed 
short. As a marked preponderance of left-sided 
scoliosis was noted there must be a great preponder- 
ance of short left femurs. 

In 30°cases (21.9 per cent) the scoliosis did not 
disappear when support was placed under the foot 
but did disappear when the patient lay down. Of 
a patients, 7 had asymmetrical pelves and 6 flat- 

oot. 
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Flat-foot was found in 20 cases (14.6 per cent); 
in 7, a left flat-foot with a right short extremity pro- 
duced a left scoliosis. 

In regard to therapeutic measures for those with 
occupational or flat-foot curves, the author describes 
exercises designed to correct the scoliosis and 
strengthen the proper leg muscles. Emphasis is 
laid on the necessity for daily observance of these 
instructions. No special classes in the regular gym- 
nasium setting-up drill have been inaugurated. 
Persons with short extremities are urged to wear a 
small pad, but few apparently follow this advice 
for more than a month or two. 

In about 20 cases re-examined three years later 
the curves remained the same. R. S. REIcH. 


, A. T.: The Early Orthopedic Treatment of 
Infantile Paralysis. Boston M. & S. J., 1920, 
clxxxiii, 635. 

The methods of treatment employed in the recent 
outbreak of infantile paralysis in Massachusetts are 
similar to those found successful in the epidemic of 
1916. According to the opinion of many, orthopedic 
treatment should begin at the end of the stage of 
tenderness, but it is Legg’s opinion that it should 
be begun as soon as the cerebral and febrile symp- 
toms have subsided. 

While active therapeutic measures should not be 
instituted until the sensitive stage has entirely sub- 
sided, protective treatment such as the application 
of a bivalve plaster cast or light wire splints to a 
sensitive joint in the normal position promotes per- 
fect rest and prevents beginning deformity. Dur- 


ing this stage also hot saline baths are very effica- 


cious in the treatment of the sensitiveness. Mas- 
sage or manipulation would prolong it. 

One of the greatest causative factors in deformity 
is the desire of the parents to get the child up as 
soon as possible before there ‘s a sign of recovery. 
The foot hanging in the equinus position favors con- 
traction of the gastrocnemius; the flexed position 
of the knees favors contraction of the hamstrings; 
and flexion of the thigh at the hip favors the flexion 
deformity when there is weakness of the hip exten- 
sors. The sitting position also favors deformity of 
the spine if there is weakness of the trunk muscles. 

Such patients should be kept recumbent for two 
or three months at least, being allowed to sit up 
only for very short periods for a change in position 
and then only under careful supervision. 

Walking unaided should not be allowed until the 
muscles have regained sufficient power to perform 
their function properly. Sitting and walking should 
be prohibited for two or three months at least, and 
then allowed only when the patient can be kept in a 
normal position. 

It is of the utmost importance to guard against 
fatigue from over-use of the muscles. In the 1916 
epidemic the patients whose activity had been most 
restricted showed the greatest improvement. 

Before beginning any scientific treatment a care- 
ful and thorough examination of the muscles should 
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be made, their relative strength being recorded as 
normal, good, fair, poor, trace, or gone. In the 
cases of infants, in which accurate tests are impos- 
sible, the voluntary movements should be watched 
or the different muscle groups stimulated reflexly. 
From these charts the exercises for the muscle train- 
ing should be laid out. The massage and muscle 
training should be given by a skillful worker either 
in the hospital or at the home, and the mothers 
should be instructed so that the child may have daily 
treatment. 

Subsequent complete examinations should be 
made every three months, and the treatment 
changed as the case demands. Many problems 
arise in these cases, the first being deformity caused 
by contracture of one group of muscles when the ~ 
opposing group is paralyzed or weakened. 

Braces should be applied for two reasons only: 
(1) to prevent deformity; (2) to allow locomotion. 

The chief agents in restoring power to paralyzed 
and weakened muscles are: (1) massage, to stimu- 
late the circulation in the muscle; (2) muscle train- 
ing which strengthens an involved muscle by mak- 
ing it perform its exact function. 

Muscle training supervised by unskilled assistants 
may do great harm, for a child will use a strong 
muscle in performing a movement rather thana weak 
one, and if muscle training is overdone it may cause 
fatigue and weakening. 

As to the prognosis in muscles completely para- 
lyzed, absolutely nothing can be said. When there 
is some power, there will be a gain in power under 
skilled treatment. How much this gain will be it 
is impossible to say. R. S. REIcH. 


Young, A.: A Case of Ischemic Contracture of 
the Forearm Occurring After Fracture of Both 
Bones of the Left Forearm; Treated by Manipu- 
lation and Splinting. Glasgow M. J., 1920, n. s. 
XU, 215. 

Ischemic paralysis with or without contracture 
follows a variety of lesions. It is frequently the 
result of gunshot injuries of axillary and brachial 
vessels and less frequently of injuries to the smaller 
arteries and veins and the larger nerve trunks. In 
most cases the condition is a complication of frac- 
tures of the bones of the forearm or the lower end 
of the humerus, specially those near the elbow, and 
is an accident occurring during treatment. 

If the patient is not under immediate observation 
during the early hours or days following a fracture © 
and after the application of splints, the beginning of 
this complication may escape notice. When the 
condition is fully established it is characterized by 
pain, swelling, and discoloration, and later, by pallor. 
The muscles of the forearm develop a board-like 
firmness which at first is associated with painful 
swelling and is followed by a rapid degenerative 
change in the substance of the muscle fibers, pro- 
gressing in some cases even to hyaline necrosis. 

The further stage in the progress of the Volkmann 
lesion is a contracture of the fingers upon the palm. 
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The conductivity of the nerves and the excitability 
of the muscles may be affected. 

Apart from the ordinary forms of treatment, such 
as massage, passive and active movements, electrical 
treatment, etc., which may prove beneficial within 
restricted limits but cannot lead to correction of a 
definite contracture or lengthening of permanently 
shortened muscles, the methods used have been 
chiefly of two kinds: (1) correction of the contrac- 
ture by cutting down on the flexor tendons at the 
wrist, splitting and lengthening them individually, 
and (2) approximating the origins and insertions of 
the contracted muscles either by resecting portions 
of the radius and ulna or by displacing the origins 


SURGERY OF THE 


Stopford, J. S. B.: The Results of Secondary 
Suture of Peripheral Nerves. Proc. Roy. Soc. 
Med., Lond., 1920, xiii, Sect. Neurol., 67. 

The prognosis of secondary suture of peripheral 
nerves is more favorable the nearer the suture to the 
spinal cord. 

When the injury is in the distal portion of a limb 
a delay of more than eighteen months before the 
suture is performed lessens the chances of recovery, 
but is not of so much consequence when the injury 
is in the proximal portion of the limb. 

Destruction of the branches of a nerve in addition 
to injury to the trunk may be a cause of incomplete 
recovery. 

Ununited fractures, especially of the humerus, 
are a serious complication in injuries to the musculo- 
spiral nerve. Evidence appears to be in favor of 
primary fixation of the bone. 

Imperfect recovery of afferent fibers from such 
structures as joints, muscles, and tendons is prob- 
ably an important cause of limited functional 
recovery of the hand for the performance of purpo- 
sive actions, although the voluntary power of indi- 
vidual muscles is good. 

In regard to the surgical technique of nerve suture 
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of the contracted muscles to a lower level and 
implanting them a short distance down the ulna. 
In the case reported in this article the four fingers 
involved were separately stretched under an anes- 
thetic and fixed in extension in separate moulded 
splints of sheet tin. The finger splints being secured, 
palmer flexion of the wrist was maintained by the 
application of a long, padded metal splint fixed on 
the extensor aspect of the forearm and hand. This 
procedure was repeated four times in the following 
nine weeks, the hand and forearm then being held 
in a dorsal “‘cock-up”’ splint and electrical and 
massage treatments were begun. Function was 
practically restored. L. C. DonneLLy. 


NERVOUS SYSTEM 


the author states that experimental work has shown 
that it is advisable to avoid the through-and- 
through suture whenever practicable. 

The construction of a new bed for the nerve after 
suture is preferable to any autogenous or hetero- 
geneous protective covering. An unsatisfactory bed 
after suture of the external popliteal nerve in the 
vicinity of the head of the fibula is probably a cause 
of many failures. 

Displacement of the ulnar nerve in front of the 
internal condyle of the humerus or its extensive 
freeing to secure apposition of the ends does not 
appear to retard recovery. 

Liberal resection of the injured ends is essential, 
particularly if sepsis is prominent. 

Perfect recovery after the performance of second- 
ary suture is not to be expected. The chief reasons 
for the imperfection of the results appear to be: 

1. The necessary resection of an appreciable por- 
tion of the nerve trunk causes inevitably a disturb- 
ance of the intraneural anatomy, however carefully 
the surgical procedure is carried out. 

2. The effort of the nerve to regenerate after 
secondary suture is a second effort. 

H. A. 


MISCELLANEOUS 


CLINICAL ENTITIES—GENERAL 
PHYSIOLOGICAL CONDITIONS 


Murray, J. A.: General Results of Experimental 
Cancer Research. Brit. M.J., 1920, ii, 653. 


One reason for the present unstable basis of can- 
cer research is the unscientific nomenclature and 
classification of tumors. The attitude of research 
workers as well as of the lay and medical press 
toward reports of a cure is often cynical in that they 
raise the question as to the actual existence of 
malignancy. Conclusive evidence is demanded from 
the standpoint of clinical history, and the opinion 
of the medical attendants and trained pathologists. 
This attitude is taken also with regard to reports of 
the propagation of tumors in experimental animals. 


In addition to the clinical criteria of progressive 
character, local infiltration, metastasis, and recur- 
rence, prior successful transplantation to normal 


animals should be required. Clement fulfilled 
these requirements in his experiments with rat sar- 
coma from X-ray dermatitis and in the production 
of artificial metastasis by autologous grafting in the 
primarily affected animals. 

The age incidence of cancer may be regarded as 
due to the relative inefficiency of most forms of 
irritation in relation to the origin of cancer. 

The low percentage of experimental animals in 
which it is possible to induce cancer still remains 
unexplained. The short life of these animals is a 
drawback, and it may be assumed that if sufficiently 
prolonged irritation were possible the majority of 
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them would develop cancer. Jensen noted an 
acquired resistance to grafted cancer following an 
unsuccessful inoculation, but Haaland and Russell 
practically destroyed the value of this observation 
by showing that preliminary treatment had no 
affect on the autologous grafting of spontaneous car- 
cinoma in mice. 

Murray believes that our knowledge of the funda- 
mental processes of all life is not sufficiently ad- 
vanced for the special purposes of cancer research. 
The malignant cell differs in some respects from the 
type of tissue in which it arises. All the differences 
so far found may be paralleled in the rapidly growing 
cells of the embryo. Chemical analysis has failed to 
show any difference in the proteins and the meta- 
bolism. Future investigation will be conducted by 
cultural methods outside the living organism. 

Campbell expresses the view that carcinoma is 
an abortive attempt on the part of the organism to 
reproduce itself asexually. The best way to reduce 
the incidence of this disease is to prevent the con- 
dition in which its formation is apt to be induced. 
As the epithelial cells are the least differentiated, 
they most easily revert to the ancestral type. The 
conditions favoring this are degeneration due either 
to an inherited tendency or cessation of function, an 
abundant supply of nourishment, and local irrita- 
tion. 

Mottram speaks of the variation in virulence of 
tumor cells and the natural resistance of the organ- 
ism as shown in animal experimentation. The same 
is shown in spontaneous cancer and may be racial 
as well as individual and familial. In certain cases 
resistance may be increased or decreased by X-ray 
exposure, the variation depending on the dosage. 
Lymphocytosis both general and local may be a 
factor in natural and acquired immunity to cancer. 

Russ believes that local immunity is more impor- 
tant. The reason why there is local immunity to 
' some tumors and not to others is not understood. 
The dual effect of radium and the X-ray which in- 
crease and then decrease tissue resistance to cancer 
will have direct application to the question of the 
treatment of malignancy with these agents. 

Leitsch states that the resistance of the tissues 
to malignancy is not comparable to immunity to 
infective diseases and that investigation of the 
serum of animals immunized to cancer has failed 
to reveal the presence of antibodies. 

Laboratory research on tumors propagated 
through animals has given information as to methods 
of diagnosis, chemotherapy, and surgical pathology. 
Patients will not seek advice before the onset of 
symptoms and in many cases this is late. Many 
patients, moreover, are unobservant even after the 
signs and symptoms are well defined. 

Diagnosis of cancer by serum tests based on 
hemolysis, complement fixation, etc. has so far 
failed. The assumption that a cure for cancer may 
be obtained from chemotherapy is as yet unjustified. 
The status of radium and the X-ray is also undeter- 
mined. Surgery based on sound pathology offers 
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the best results. Radical operation for cancer of 
the breast, uterus, and rectum yields a cure on the 
basis of non-recurrence after five years in about 40 
per cent of cases. 

Murphy at the Rockefeller Institute showed a 
definite relationship between lymphocytosis and 
cancer. 

Adami disagreed with Ribbert’s theory that can- 
cer is due to a decrease in the restraining influences 
from without which inhibit the growth of potential 
cancer cells. 

In reply to the discussion of his paper Murray 
pointed out the fundamental difference between 
autologous and homologous grafts. Mrrte R. Hoon. 


BLOOD 
Williamson, H. C.: The Use of Blood Transfusion in 
Obstetrics and Gynecology. Am. J. Obst. & 
Gynec., 1920, i, 188. 

The author’s method of matching blood is as 
follows: 

Two white blood pipettes are used. These are 
rinsed with 1o per cent sodium citrate solution. 
One is filled with blood from the donor as far as two 
divisions on the stem of the pipette, then with blood 
of the recipient to the one (1) mark on the stem, 
and then with 10 per cent sodium citrate solution to 
the eleven (11) mark. The other is filled in the same 
manner, but the proportion of blood of the donor 
to blood of the recipient is reversed. The pipettes ° 
are then incubated at 37 degrees C. for five or ten 
minutes. A small drop is then placed on a clean 
slide covered with a cover slip and agglutination is 
looked for with the low-power microscope. This 
drop must be small so that there will be no mechani- 
cal clumping. If agglutination is present in either 
pipette, the donor is unsuitable. The first pipette, 
however, is the most important. The apparatus used 
is a salvarsan apparatus. 

The indications for transfusion in obstetrics and 
gynecology are: 

1. To replace blood lost from uterine or other 
acute hemorrhage. 

2. To replace blood and stimulate the hamato- 
poietic system in secondary anamia due to repeated 
small hemorrhages or toxemia, or both. 

3. To cure hemorrhagic diseases, especially 
hemorrhages of the new-born. 

4. Preparatory to operation. 

5. In toxemia of pregnancy. 

6. As a prophylactic and curative measure in 
sepsis. 

The author’s observations with this method 
include 18 transfusions given to 17 patients. 

Three obstetrical cases were benefited by trans- 
fusion; 375 c.cm. of blood were given to one, and 500 
c.cm. to each of the others. Hypodermoclysis was 
used during the operative delivery and supple- 
mented by the transfusion. One patient, who had a 
rupture of the uterus. died on the fourth day. 

Six transfusions were given to 5 patients for sec- 
ondary anemia. Four of them had carcinoma of 
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the uterus with anemia produced by loss of blood 
plus the toxemia of the disease. The fifth case in 
this group was a case of hematemesis during preg- 
nancy. Two of the patients died. 

There were two cases of hemorrhage of the new- 
born and one of purpura hemorrhagica in a preg- 
nant woman. Splendid recoveries resulted in all. 

In a case of bleeding uterine fibroid the trans- 
fusion of 400 c.cm. of blood was followed by a 
bloody vaginal discharge. 

Three patients were given transfusions for toxa- 
mia of pregnancy. One, with a severe toxemia of 
the liver type with pronounced dehydration, re- 
ceived 500 c.cm. of blood after an operative delivery 
and made a rapid, uneventful recovery. The red 
blood cells increased from 3,288,000 to 3,776,000 
following the transfusion, and the hemoglobin was 
increased 10 per cent. 

Two cases of pernicious vomiting were treated 
by transfusion. In 1, the transfusion was unsuccess- 
ful. In the other, 250 c.cm. were given but in spite 
of temporary improvement the nausea recurred in 
a severe form in the course of a few days and it was 
deemed advisable to empty the uterus. 

In 2 cases of sepsis transfusion was unsuccessful. 

E. L. CorNELL 


GENERAL BACTERIAL INFECTIONS 


Ashurst, A. P. C.: Report on Tetanus. Arch. Surg., 
1920, i, 407. 

In Ashurst’s opinion tetanus is a pure toxemia, 

and the bacilli or their spores may be present in 


the tissues indefinitely without causing symptoms 
unless toxins are formed. 

In experimental tetanus in small animals the form 
known as “tetanus ascendens” occurs. In this con- 
dition the symptoms of the disease begin in the in- 
oculated extremity and, though other neighboring 
parts may become affected subsequently, death or 
recovery usually occurs before trismus and retrac- 
tion of the head develop. In larger animals and in 
man, the symptoms usually begin first in the mus- 
cles of the neck and jaws, wherever the point of in- 
oculation, the muscles of the back and trunk being 
affected later and finally those of the extremities. 
This form of the disease is known as “tetanus des- 
cendens.” 

It has been demonstrated that the toxin ascends 
the peripheral nerves to the spinal cord. It also 
enters the general circulation, but produces charac- 
teristic tetanic symptoms only when it reaches the 
spinal cord, the motor cells of which it stimulates 
with the result that the muscles controlled by 
these cells are thrown into tonic spasm. It also 
renders the sensory side of the cord extremely sus- 
ceptible to external stimulus. 

Certain classes of wounds received in certain types 
of surroundings are more often followed by the 
development of tetanus than others. Bacillus tet- 
anus normally infests the intestinal tract of horses 
and cattle and is deposited with their dung. It is 
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found also in the intestinal tract of perhaps 5 per 
cent of mankind. 

The growth of the tetanus bacillus is favored by 
anaerobic conditions of the wound. Contused, 
lacerated, and gunshot wounds offer ideal conditions 
for its development. 

The care of the wound is the first step in the pro- 
phylaxis of tetanus. This includes: (1) mechanical 
cleansing (débridement, extraction of foreign sub- 
stances, excision of devitalized tissue), and (2) 
chemical disinfection. The prophylactic use of anti- 
toxin holds second place to care of the wound. 

There are three factors to be considered in con- 
nection with the prophylactic use of the antitoxin: 
(1) the quantity to be administered; (2) the site 
of the injection; and (3) the frequency with which 
it should be administered. 

The usual prophylactic dose is 1,500 units. The 
amount of antitoxin required to prevent death in- 
creases in geometrical progression with the lapse of 
time. 

Usually the antitoxin is administered subcutane- 
ously. It is better, however, to administer it intra- 
muscularly in the immediate vicinity of the wound 
in order to flood these tissues with it before the ab- 
sorption of toxin has begun. 

The first injection should be given as soon as pos- 
sible after the receipt of the wound. When the dose 
is repeated it should be the same for the later injec- 
tions as for the first. That tetanus may develop 
after the prophylactic use of antitoxin cannot be 
denied, but such cases rarely develop very soon after 
the injury and when they do, they seem to be less 
severe than when serum has not been administered. 

A distinction should be made between late tetanus 
(that in which no primary attack occurs before four 
weeks after the injury), local tetanus (which corres- 
ponds to the experimental form known as tetanus 
ascendens, except that it never becomes general), 
chronic tetanus (that which is of long duration, 
irrespective of other factors, is usually relatively 
mild, and sometimes leaves contractures), and re- 
current tetanus (in which a primary attack is fol- 
lowed by others). The incubation period scarcely 
ever exceeds four weeks. 

Accidents due to re-injections of serum are neither 
frequent nor serious. 

The author is of the opinion that until the useless- 
ness of the serum in preventing late tetanus is 
proved, it is incumbent on surgeons to administer 
a re-injection of serum at the time of late operations 
on parts which have been wounded, especially if 
there is a retained foreign body or a dense cicatrix. 

The indications for the treatment of tetanus are: 
(1) to remove the source which supplies the toxin; 
(2) to neutralize the toxin already formed; and (3) 
to depress the functions of the spinal cord. 

To neutralize the toxin the best remedy is anti- 
toxin. It is of great importance to inject the maxi- 
mum quantity of antitoxin indicated as soon as 
possible. The injections may be subcutaneous, in- 
traneural, intravenous, or intraspinal. 
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Intraspinal injections should be repeated usually 
every twenty-four to thirty-six hours unless improve- 
ment is noted. The intravenous injection need not 
be repeated for several days if improvement begins, 
but if the patient continues to get worse and if the 
amount injected at first was less than 20,000 units, 
the same amount should be repeated within from 
twenty-four to thirty-six hours. 

The technique of intraspinal injection consists 
briefly in removing 5 to 10 c.cm. of spinal fluid under 
an anesthetic (the author prefers chloroform) and 
injecting the undiluted antitoxin slowly. For intra- 
venous injections it is customary to dilute the serum 
with saline solution up to a total quantity of about 
500 c.cm. The author is convinced that the injec- 
tion of the undiluted serum intravenously is in- 
judicious because of the likelihood of producing 
thrombosis or embolism. 

The third indication in the treatment is to depress 
the function of the spinal cord. This is done by the 
administration of chloral, chlorbutanol, the bro- 
mides, magnesium sulphate, or sodium persulphate. 
Ordinary doses are not sufficient but death may re- 
sult from an overdose. 

Ashurst emphasizes the fact that the patient as 
well as the disease must be treated. 

The article is concluded with the history of one 
of the author’s cases in which his method of treat- 
ment is illustrated. G. W. Hocurer. 


SURGICAL DIAGNOSIS, PATHOLOGY, AND 
THERAPEUTICS 
Cope, V. Z.: The Clinical Significance of Shoulder 
Pain in Lesions of the Upper Abdomen. 
Med. Press, 1920, n. S. CX, 410. 

From the consideration of a few clinical cases 
recently under his care the author arrives at the 
following conclusions: 

1. The cause of pain in the shoulder in abdominal 
lesions is irritation of the diaphragm rather than of 
the abdominal viscera. 

2. Unilateral irritation of the diaphragm causes 
pain over the corresponding shoulder. 

3. Acute bilateral shoulder pain indicates me- 
dian irritation of the diaphragm and is commonly 
due to a perforated gastric ulcer. 

4. There is a correspondence between the dis- 
tribution of the descending cervical cutaneous 
branches of the third and fourth nerves and that 
of the phrenic nerve on the same side. The pain 
caused by irritation of the front of the diaphragm 
is referred to the clavicular or subclavicular region; 
irritation of the dome, to an acromioclavicular or 
acromial region; and irritation of the posterior por- 
tion, to the supraspinous fossa. 

5. Pain on top of the shoulder is apt to be of 
diagnostic value in subphrenic abscess, diaphrag- 
matic pleurisy, actinomycosis of the chest, and,liver 
abscess, and possibly in some cases of acuteypan- 
creatitis. 

De Quervain and Sherren have stated that pain 
is sometimes felt in the left shoulder in cases_of 
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perforated gastric ulcer, but the author has been 
unable to find in the literature any mention of 
bilateral shoulder pain or pain in the right shoulder 
in this condition. 

Pain on top of the shoulder was rare in the 
author’s cases of gall-stone disease, and when it 
was present could always be explained by some 
direct irritation of the diaphragm. 

E. C. RopitsHek. 


Phemister, D. B.: The Recognition of Dead Bone 
Based on Pathologic and X-Ray Studies. Ann. 
Surg., 1920, lxxii, 466. 


When bone dies rapidly and in appreciable 
quantity due to infection in osteomyelitis, com- 
pound fractures, tuberculosis, and. rarely, in lues, it 
is at first indistinguishable either by its gross or its 
roentgenologic appearance from the adjacent living 
portions. 

Granulation tissue soon attacks dead bone, but 
its activity becomes most marked after the acute 
inflammatory stage subsides. Reduction in volume 
of the dead portion occurs from lacunar absorption 
by the granulations along its surfaces. Because of 
the unequal action of these granulations there 
may be marked variations in the outline of a seques- 
trum. The rate of destruction is greater while the 
dead bone is still attached to, or incarcerated by, 
living bone. Dead cancellous bone is destroyed 
more rapidly than cortex in which the first 
changes shown in the X-ray usually occur. 

Changes in the living bone consist of local 
absorption and regional atrophy and transforma- 
tion of pre-existing bone, and new bone forma- 
tion. 

Secondary bone necrosis usually occurs in atro- 
phied old bone, spongy new bone, or a combination 
of the two. As the infection is limited, the formation 
of large sequestra is unusual. 

Dead bone is distinguished from living bone by its 
density, demarcation, and contour. These are best 
determined from a practical standpoint by means 
of the X-rays. 

In the X-ray picture it is seen that the density 
of dead bone is greater than that of an equal volume 
of surrounding living bone and the original compact 
texture is retained. Living old bone has its density 
evenly reduced by atrophy and is occasionally 
streaked from dilated longitudinal cannular mark- 
ings. Newly formed bone is spongy in texture and 
of low density. 

There are numerous variations from these general 
statements. When dead bone is extensively eroded 
its shadow density is reduced so that it may be 
equal to or below that of the living bone. It may be 
distinguished from the latter, however, by its 
blotchy uneven character. Secondary sequestra 
usually show no variation in density from the adja- 
cent living bone. The line of demarcation between 
dead and living portions is usually sufficiently wide 
and clean-cut to be of great value in the diagnosis, 
but any oblique or tortuous portions, especially 
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when overlapped by heavy living bone, may be 
indistinguishable or very indistinct. Notches or 
unevenly streaked or dotted lines may indicate 
incomplete separation of the dead portion. 

The outline of the sequestrum is of great diag- 
nostic value. When it is unattached its surface is 
smooth, sharp, and straight, but when erosion has 
occurred it is irregular. Sharp spicules, especially 
about the ends, are frequently noted. Preservation 
of the smooth curved cortical rim in sequestra bor- 
dering on an articular surface and of clean-cut 
fracture lines late in infected fractures are points 
of value. The compact texture of dead bone gives 
its outlines a sharpness that the less dense and fre- 
quently growing living surfaces do not possess. 
Evidence of irregular destruction of spongy bone at 
the ends of the shaft in osteomyelitis is indirectly a 
fairly definite sign that dead portions are present 
even though their outlines cannot be made out. 

There are many difficulties in distinguishing dead 
bone in the X-ray, the greatest of which is due to 
overlapping of shadows of necrotic and living por- 
tions by which the details of each are obscured. This 
can usually be obviated by obtaining views from 
different angles. 

The density of a transplant is greater than the 
adjacent atrophied fragments between the fourth 
and tenth weeks. After this time the density of 
the transplant gradually approaches that of the 
fragments. 


The article contains 17 plates. C. R. STEINKE. 


EXPERIMENTAL SURGERY AND SURGICAL 
ANATOMY 
Topley, W. W. C.: Some Experiments Bearing on 
the Local Formation of Antibodies. Proc. Roy. 
Soc. Mcd., Lond., 1920, xiii, Sect. Path., 144. 

The experiments briefly reported in this paper 
were undertaken to determine whether any evi- 
dence could be obtained of the local formation of 
antibodies or possibly of intermediary substances at 
the site of inoculation of a relatively large dose of a 
suspension of killed bacteria. 

The method adopted was the preparation of an 
extract of the connective tissue, mainly muscle, 
into which the suspension had been previously 
injected, and its examination as regards: (1) its 
power of inducing phagocytosis of the homologous 
bacteria, and (2) its influence (if any) on the phago- 
cytosis of the same bacteria in the presence of normal 
or immune serum. A similar tissue extract from a 
part remote from the site of inoculation was exam- 
ined as a control. 

The animals employed were rabbits. The bac- 
terial suspension was prepared from a strain of the 
staphylococcus aureus, the same strain being used 
both for the inoculations and for the phagocytic 
experiments, The injections were made into the 
thigh muscles of the left leg. In most cases the dose 
given contained 1,000,000,000 killed cocci per kilo 
of body weight but in a few it contained ten times 
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this number. In certain experiments a second inocu- 
lation was made in the same site after a varying 
number of days. In every case a control inocula- 
tion with the same volume of saline solution was 
made into the thigh muscles of the right leg. 

All the extracts studied had the power of binding 
complement. On the other hand the routine control 
test with an extract prepared from a similar tissue 
remote from the site of inoculation and several con- 
trol experiments carried out with similar extracts 
prepared from normal rabbits showed no evidence of 
any influence on the degree of phagocytosis induced 
by normal or immune serum. Titration of the 
extracts as regards their anti-complementary power 
showed in almost every case that this power was 
abolished by diluting them ten times with normal 
saline solution. 

The whole series of experiments gave uniformly 
negative results. The extracts themselves never 
induced more than a minimal degree of phagocyto- 
sis and neither increased nor decreased the degree 
of phagocytosis occurring in the presence of normal 
or immune serum. The extracts from the tissues at 
the site of inoculation of the bacterial suspension 
difered in no demonstrable way from those pre- 
pared from other tissue in other portions of the body 
of the same animal nor from similar extracts pre- 
pared from normal animals. 

In conclusion the author states that, with the 
exception of von Dungern’s experiment and pos- 
sibly that of Romer, there is, therefore, no striking 
evidence of the production of antibodies by the 
tissues at the site of inoculation and these solitary 
and uncorroborated results can hardly stand 
against the far greater weight of negative evidence. 

G. E. Betsy. 


Brown, W. H., and Pearce, L.: Syphilitic Affec- 
tions of the Mucous Membranes and Mucocu- 
taneous Borders. J. Exper. M., 1920, xxxii, 497- 


A study of cutaneous syphilis in the rabbit 
brought out the fact that although the infecting 
organisms might be widely distributed through the 
body, lesions of an easily recognizable character 
occurred almost exclusively within certain restricted 
areas, the remainder of the skin surface rarely show- 
ing any manifestation of disease. It was found also 
that lesions developed with considerable frequency 
in parts of the body where skin and mucous surfaces 
join. In some instances they first appeared within 
the skin area, while in others they developed upon 
the mucous membrane. Accordingly most of them 
were classified as affections of one or the other of 
these structures. It appeared, however, that the 
transitional area exercised some influence upon the 
localization of the infection, and since lesions which 
developed in one tissue usually extended to the 
other, their classification as affections of mucocu- 
taneous borders seems to be more logical. 

Among the animals first studied by the authors 
localized infections of the mucous membranes and 
mucocutaneous borders were noted in about 20 
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per cent but were less frequent among those studied 
more recently. The affections seen in these animals 
were of two general classes, depending upon the 
type of the lesions present. In one group the lesions 
were characterized by diffuse infiltration, surface 
erosion or ulceration, and the formation of exudates 
of various types; in the other, there was a greater 
degree of proliferation and the lesions consisted of 
large granulomatous masses which showed the usual 
secondary transformations of syphilitic processes. 
Affections of these two classes were distributed 
about the nares, the lips, the margins of the lids, 
the genitalia, and the anus. 

The authors append to their article a series of 31 
plates showing the various conditions, and sum- 
marize their findings as follows: 

In a series of more than 200 rabbits in which 
generalized lesions were observed following local 
inoculation with treponema pallidum there were a 
number of animals in which characteristic lesions 
were noted upon mucous membranes or along 
mucocutaneous borders. These lesions were dis- 
tributed with about equal frequency between the 
nose or nasolachrymal system and the eyelids on the 
one hand, and the genital and anal regions on the 
other. The lips and buccal mucosa appeared to 
be less subject to localized infections unless the 
papillomatous growth; noted on the lips and the 
underside of the tongue proved in some way to be 
connected with such an infection. 

In many instances the local reaction was initiated 
by an acute inflammatory process, and in nasal and 
genital infections a definite exudate was formed. 
The succeeding stages of the reaction consisted in an 
infiltration of the parts involved, together with a 
variable degree of proliferation of fixed tissue cells, 
which led eventually to necrosis and ulceration. 
The resulting lesions differed according to their 
location and the character of the reaction in the 
individual case. Localized infections of the nose 
occurred in several forms, first, as a rather diffuse 
affection of the nasal mucosa characterized by the 
presence of a mucopurulent exudate; second, as a 
more or less circumscribed process of infiltration 
with a special predilection for the region of the 
anterior nares; and third, as a granulomatous process 
involving the ale in particular. 

Involvement of the nasal mucosa was very com- 
monly associated with lachrymal overflow and 
some degree of conjunctivitis. 

The lesions of the eyelids were usually small, 
elevated papules or lesions of an ulcerative char- 
acter, some of which were surrounded by a zone of 
infiltration. In exceptional instances large granu- 
lomatous lesions occurred along the margins of the 
lower lids. 

Infection of the penis and sheath gave rise to 
conditions analogous to those of the nose. In one 
group of animals there was a diffuse affection char- 
acterized by redness and swelling of the parts with a 
mucopurulent exudate; in another, circumscribed 
or diffuse infiltrations; and in a third, indurated 


granulomatous masses. Secondary necrosis with 
erosion or ulceration was a common feature of all 
these conditions. 

Localized infections in the region of the anus 
differed from those in other localities chiefly in the 
absence of an exudative group of affections and in 
the frequency of lesions of a papillomatous type. 

Lesions of mucous membranes and mucocutaneous 
borders developed at periods of time varying from 
a few weeks to several months after inoculation. 
Most of them were rather enduring and in several 
instances persisted in an active state for consider- 
ably more than a year. G. E. Betsy. 


Plant, O. H.: The Effect of Carminative Volatile 
Oils on the Muscular Movements of the Intes- 
tine. J. Pharmacol. & Exper. Therap., 1920, xvi, 


When applied to the mucous membrane of un- 
anesthetized dogs carminative volatile oils in 
dilute solution increase the muscular movements of 
the intestines. This increased activity involves an 
augmentation of tone and rhythmic contractions, 
and, at least during the increase in tone, progressive 
contraction rings of peristalsis occur. 

Occasionally the primary increase in muscular 
activity is followed by a decrease in tone and in the 
amplitude of the rhythmic contractions. 

These effects are lessened, but not abolished, by 
atropine. They are abolished when the sensory 
endings of the mucosa are paralyzed by cocaine. 

After the muscular activity of the intestines of 
dogs has been markedly increased by the injection 
of small doses of morphine, the same effect is pro- 
duced by the volatile oils as before the injection 
of the morphine. SAMUEL Kaun. 


Pinardi, G.: The Treatment of Diffuse Peritonitis 
Experimentally and Clinically (Il trattamento 
delle peritoniti diffuse nell’ esperimento e nella 
clinica). Arch. ital. di chir., 1920, ii, 245. 


The author performed a number of experiments 
on animals to determine: (1) the behavior of the 
normal peritoneum in the presence of the more 
commonly used physiochemical therapeutic agents; 
(2) the similarity between the evolution of an acute 
infective and a provoked tuberculous peritonitis 
cured experimentally by different methods; (3) 
the relationship between clinical and experimenta! 
findings. 

According to these experiments the best results 
in experimental purulent peritonitis are obtained 
from simple drainage of the abdominal cavity and 
from drainage combined with the use of ether and 
camphorated oil. Ether has one disadvantage in 
that it is absorbed too rapidly. 

The author found it extremely difficult to produce 
tuberculous peritonitis in animals resembling that 
seen in clinical cases by intraperitoneal injections of 
the Koch bacillus. Better results were obtained 
from injections of tuberculous sputum. Neither 
from necropsies nor otherwise was Pinardi able 
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to determine that injections of various drugs had 
any definite curative effect. 

While the clinical cases studied were too few in 
number to warrant definite conclusions, the author 
is of the opinion that the use of 2 percent iodoform- 
ized ether is to be recommended in cases of tubercu- 
lous peritonitis, especially when there is much ef- 
fusion. Ether produces an acute reactive aseptic 
peritonitis and an exudation of fluid. This explains 
its action on the tubercle bacillus which leads to 
hydropic degeneration of the tuberculous process. 
The iodoform, which slowly decomposes into iodine, 
also helps in the destruction of the bacillus and 
modifies the toxic contents in the serous fluid. 

In diffuse purulent peritonitis treatment with 
drugs must yield to surgical treatment, but should 
not be discarded entirely as it is a necessary ad- 
junct when the intestine, stomach, or heart is 
affected. W. A. BRENNAN. 


ROENTGENOLOGY AND RADIUM THERAPY 

Macleod, N.: Fourth Note on the Radiography of 
the Gall-Bladder. Arch. Radiol. & Electrotherapy, 
1920, XXv, 181. 

This note is devoted largely to the differential 
diagnosis of gall-stones. A shadow in the right up- 
per quadrant resembling a bunch of grapes may 
be interpreted definitely as gall-stones. Those 
which are ring-like, honeycomb-like, or of a mottled 
appearance are also probably due to this cause. All 
others are doubtful and every effort should be made 
to ascertain their depth in comparison to fixed parts 
such as the spine or the anterior abdominal wall as 
indicated by the ribs or artificial marks on the skin. 
This relation can be ascertained most easily by 
stereoroentgenograms with plates behind or in front. 

Renal stones are the most apt to require differ- 
entiation and the method described is best suited 
to determine their presence. As regards the tech- 
nique of making lateral roentgenograms advocated 
by Knox, the author states that in his opinion it is 
not feasible nor practicable in most cases. Neither 
does he believe the method of making pyelograms 
advocated by Braasch is infallible inasmuch as over- 
lying shadows may be obscured. 

Numerous shadows scattered over a considerable 
area and varying in position are probably due to 
concretions in the mesenteric glands. 

Ossification of rib cartilages presents little diffi- 
culty if a stereogram is made. 

Fecal and pancreatic concretions have not been 
observed by the author or not distinguished by him. 

Gall-bladder adhesions and other abnormalities 
giving rise to suspicious shadows which may have 
relation to the stomach, duodenum, or colon and 
make an opaque meal necessary. 

In conclusion the author states that, whenever 
possible, suspected gall-bladder cases should be 
examined roentgenographically by stereoscopic 
plates. Except when the shadow is characteristic 
and the roentgenographer is able to state fairly 
definitely that gall-stones are present, it is wise to 
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state merely that the body causing the shadow is 
at normal kidney depth, in front of that region, not 
so deep as the body of the lumbar vertebra opposite, 
close to or just behind the rib cartilages in front, or 
in the normal gall-bladder region. If the shadow is 
not dense, thickening of the gall-bladder wall should 
be mentioned as a possible condition, the localiza- 
tion being made from a stereogram with the plates 
behind or in front. Failing such estimation with a 
stereogram, the displacement of the outer edge of 
the shadow compared with that of the right edge of 
the vertebra opposite determined by compass mea- 
surements on the two halves of the stereogram 
plates (not prints) will indicate which displacement 
is greater. Hartunec. 


Baetjer, F. H., and Friedenwald, J.: Roentgeno- 
logical Aspects of Lower Right Quadrant 
Lesions. Am. J. M. Sc., 1920, clx, 639. 


The roentgen examination of the right lower 
quadrant is of importance in the direct as well as the 
differential diagnosis of such conditions as: (1) ap- 
pendicitis, (2) incompetent ileocecal valve and ileal 
stasis, (3) dilatation of the cecum with retention, 
(4) adhesions and angulations, (5) ulcerations due to 
tuberculosis, and (6) ulcerations due to carcinoma. 
Both bismuth meals and enemata must be employed, 
the information obtained from the one supplement- 
ing that from the other. 

In acute appendicitis the roentgen examination 
may be of value in certain instances, especially to 
differentiate the condition from other acute lesions 
in the right lower quadrant. It may even show the 
presence of some pathologic condition such as a 
beginning pneumonia in the lower right lobe, the 
symptoms of which simulate those of acute appen- 
dicitis. In chronic appendicitis it may render val- 
uable. service when the lumen of the appendix is 
patent. 

The fluoroscopic examination combined with pal- 
pation is especially valuable. Tenderness immedi- 
ately over a fixed visualized appendix, kinking of 
which remains constant, and persistent pointing up- 
ward of the appendix toward the gall-bladder region 
are fairly diagnostic of a pathologic condition. Re- 
tention of parts of the meal in the appendix for 
more than a day or two indicates poor drainage. A 
condition frequently found associated with chronic 
appendicitis is dextroposition of the pyloric end of 
the stomach. This may or may not be associated 
with adhesions to the omentum. Adhesions second- 
ary to a pathologic appendix may lead to varying 
degrees of cecal or ileal stasis and even to partial 
colonic obstruction. In certain cases the roentgen 
examination does not give positive information and 
may even be misleading. Thus the appendix may 
not be visualized at the time of the examinations be- 
cause of an obliterative condition or because it is in 
an unusual location. In other cases tenderness may 
be absent between the attacks. Other associated 
conditions, such as secondary deformities of the duo- 
denal cap, may be mistaken for the primary lesion. 
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Incompetence of the ileocecal valve and ileal 
stasis are usually indicated by the fact that at the 
end of twenty-four hours after a bismuth meal the 
ileum is entirely empty and at the end of from thirty- 
six to forty-eight hours the terminal ileum is filled, 
indicating the presence of regurgitation from the 
cecum to the ileum. They are indicated also by 
the entry of the opaque enema into the ileum, but 
care must be used in drawing this conclusion as 
forced pressure may be responsible. Ileal stasis 
may be occasioned by spasm, ileocecal valve in- 
competency, bands of adhesions, displacements, 
prolapse, or tumors; dilatation of the terminal part 
of the ileum usually points to obstruction. 

Dilatation of the cecum with retention is readily 
ascertained by the roentgen examination. In some 
instances it may be associated with chronic appen- 
dicitis, and both may be due to high degrees of en- 
teroptosis due to a secondary low-grade inflamma- 
tory process. Dilatation of the cecum may be pre- 
sent even when the patient does not complain of 
constipation but, on the contrary, states that the 
bowels move regularly every day. 

Adhesions and angulations are usually recognized 
readily with the aid of the roentgen ray. These con- 
ditions may be associated with marked fixation and 
may result in various degrees of obstruction. They 
may be secondary to disease of the appendix, dila- 
tation of the cecum with retention, or inflammatory 
pelvic conditions. 

Tuberculous ulcerations present hypermotility 
and spasm of the bowel, especially of the cecum and 
ascending colon, in the X-ray picture. There is 
also irregularity of outline showing definite filling de- 
fects at the site of the lesions. When these findings 
are associated with pulmonary tuberculosis they 
constitute very definite evidence of tuberculosis of 
the colon. 

In ulceration due to carcinoma there is a definite 
filling defect in the cecum. This is large, serrated, 
and constant, and associated with tenderness to 
pressure and fixation. A variable amount of ob- 
struction may be present. The findings should be 
confirmed preferably by repeated examinations 
made at intervals of several days. The use of the 
Opaque enema is the best method of examining 
colonic growths. 

In conclusion the authors state that in the diagno- 
sis of lesions of the lower right quadrant the roent- 
gen-ray examination, though extremely valuable, 
is merely one of many methods by which conclusions 
may be drawn. Like all diagnostic procedures it 
may lead to a wrong conclusion if the findings are in- 
terpreted incorrectly. As in cases of other lesions, 
those in the lower right quadrant of the abdomen 
should be studied in conjunction with the clinical 
signs. If the roentgen-ray interpretation is dia- 
metrically opposed to all the clinical findings and 
the two methods cannot be harmonized it is best to 
adhere to the clinical interpretation. No one 
method of diagnosis must be looked upon as abso- 
lute. HarTUNG. 


Braasch, W. F.: Roentgen Examination of the Uri- 
nary Tract Made Opaque. Am. J. Roentgenol., 
1920, vii, 584. 

Pyelography was first described by Voelcker and 
von Lichtenberg in 1906, but was not widely used 
until it was more completely developed in America 
several years later. The author suggests the term 
“urography” to denote the outlining of the whole 
urinary tract by opaque media and the roent- 
genogram. This procedure is not without danger to 
the patient unless it is used by those skilled in 
urology and roentgenology. It is contra-indicated 
in the cases of patients who are in advanced age or 
greatly emaciated, cases of advanced bilateral renal 
disease, and those in which no benefit will be re- 
ceived from treatment. 

In the early work in pyelography collargol was 


used asa medium. This was followed first by the . 


use of thorium as suggested by Burns, later by 
iodides as suggested by Cameron, and by bromides 
as advocated by Weld. Iodides and bromides are 
most generally used at the present time, and 
although they are comparatively harmless they 
must be employed with care. The medium should be 
introduced by gravity and should be removed as 
completely as possible from the kidney pelvis after 
the X-ray exposure. Usually 5 c.cm. or at most 
ro c.cm. will be found sufficient. 

The diagnosis of hydronephrosis can usually be 
made without a pyelogram by withdrawing the 
fluid from the kidney pelvis. The interpretation of a 
pyelogram in these cases may be difficult because 
of impassable obstruction at the ureteropelvic 
juncture or dilution of the medium by retained 
fluid or because the amount injected is insufficient 
to fill the pelvis completely. 

Pyelography is recognized as a frequent and 
valuable aid in the diagnosis of renal neoplasm. 
The pyelograms in these cases often resemble those 
obtained in polycystic kidneys, although usually 
retraction and narrowing of the calices are noted. 
A polycystic kidney frequently has an abbreviation 
of one or more calices and seldom any narrowing. 
Pyelograms are contra-indicated when a diagnosis 
of polycystic kidney is apparent on clinical examina- 
tion as infection may follow retention of the medium 
in an obstructed calix. Hydronephrosis with de- 
formity, such as is usually seen in cases of neo- 
plasms, suggests epithelioma of the pelvis. 

The chief value of the pyelogram in nephrolithiasis 
lies in the identification of the shadow which other- 
wise might be confused with extrarenal shadows. 
Since fluoroscopy has been employed at operation 
the use of the pyelogram as a means of localizing 
the shadow is not so important as formerly. 

Urography often demonstrates anomaly or mal- 
position, but is not without risk of serious complica- 
tions if there is only one kidney. 

Cystography is of great assistance in the diagnosis 
of tumors of the bladder when hemorrhage precludes 
satisfactory cystoscopy. Bladder diverticula may 
be overlooked in cystoscopic examination and re- 
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vealed only by a cystogram. The presence of an 
enlarged prostate may be indicated by a filling defect 
in the bladder outline at the ureteral opening. 

The cysto-ureterogram may be of value if there is 
marked inflammatory dilatation of the renal pelvis 
and ureter. It is not without danger, however, if 
the medium enters both renal pelves and cannot be 
drained readily. G. S. Foups. 


Bingham, G. H., and Richards, G. E.: Co-Relation 
of Results of Treatment by Surgical and X-Ray 
Methods. Canadian M. Ass. J., 1920, x, 988. 


This paper is based upon the results obtained in 
300 cases of thyroid gland disease treated with the 
roentgen ray or surgery, or both combined. In view 
of the known facts regarding the structure of the 
gland and the changes it undergoes in disease, it is 
logical to expect a modification of its function on 
treatment with a therapeutic agent such as the 
roentgen ray which has a selective action on certain 
types of cells. 

Taking up the various types of goiter treated, the 
authors state that the results obtained by roentgen 
therapy in simple colloid goiter were quite uni- 
formly successful, 90 per cent being completely 
cured. The other to per cent included several which 
were probably classified incorrectly. In most of 
the cases in which this treatment failed the symp- 
toms disappeared, but the swelling of the gland was 
not materially affected. A certain number, prob- 
ably about 2 per cent of the total, however, became 
surgical. The authors ‘therefore conclude that 
radiotherapy should be given a fair trial before sur- 
gery is considered. Adenomatous goiters, with 
which are grouped all cystic types not complicated 
by toxic symptoms, do not respond to roentgen 
therapy and are entirely surgical. Toxic goiters, 
which include the hyperplastic types and degenerat- 
ing adenomata or mixed types, showed marked 
improvement in a large majority of the cases. Some 
inoperable cases were rendered safe operable risks 
and very few failed to show at least some improve- 
ment. 

Of 300 cases treated, 228 (76 per cent) showed 
some improvement; 16 (5.3 per cent) failed to im- 
prove; and 56 could not be accurately classified for 
various reasons. Of the patients who were benefited, 
158 (50.3 per cent) were relieved of all symptoms; 
26 were benefited to such an extent that operation 
was possible and relatively safe; and 44 were re- 
lieved of the majority of symptoms, but were not 
operated upon. No figures are available to show the 
frequency of recurrence in the cases treated solely 
by the roentgen ray, but included in the second group 
were 10 cases previously operated upon in which a 
recurrence had develoned. 

Improvement manifests itself by the disappearance 
of nervousness, irritability, tremor, and tachycardia, 
an increase in weight, and a variable reduction in 
the size of the goiter and the exophthalmos. 

In conclusion the authors state that roentgen 
therapy is logical and scientifically sound for certain 
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types of goiter. It is not a question of radiotherapy 
versus surgery but of the best interests of the 
patient which frequently make a thorough pre- 
liminary trial of roentgen therapy advisable. The 
article is summarized as follows: 

1. The roentgen ray is capable of definitely modi- 
fying the function of the diseased thyroid gland in 
a favorable manner. 

2. The cases of goiter best suited for this treat- 
ment are the toxic types, and of these the early 
cases are more favorable than those which are older 
and more chronic. 

3. Improvement may be expected in about 80 
per cent of all cases and complete cure in 50 per cent. 

4. The length of time required for each case will 
average between six and eight weeks. 

5. Cases which are not definitely cured, but are 
improved are made much safer surgical risks. 

6. Adenomatous goiters do not respond well, and 
if no toxic symptoms are present the method is not 
to be recommended. 

7. Cystic types without toxicity do not respond 
at all and, with uncomplicated adenomata, are 
purely surgical. 

8. The advantages of the method are the ease 
with which it may be carried out, its safety to life, 
its painless nature, and its freedom from shock. Its 
disadvantages are the time consumed and the pos- 
sibility of consequent fibrosis of the capsule. 

ADOLPH HARTUNG. 


Finzi, N. S.: The Treatment of Tumors by Radi- 
um and the X-Rays. Brit. J. Surg., 1920, viii, 68. 


The amount of radiation necessary to destroy 
tissue varies for different types of cells; many malig- 
nant cells are destroyed by only a small fraction of 
that which destroys healthy tissue. 

A particular type of cell in any part of the body 
generally gives the same response to either radium 
or the X-ray. Glandular tissue is more sensitive 
than epithelium and epithelium responds more 
quickly than muscle. Growths also vary in their 
sensitiveness; the rate of response of a tumor depends 
on its type, situation, and stage of development. 

In radiating malignant tumors the aim is to 
destroy the growth without injuring the surrounding 
tissue. Destruction of the healthy tissue prevents 
repair, causes pain, leads to sepsis and absorption of 
toxic material, and forms an impermeable barrier 
to future radiation. It has been proved by animal 
experimentation that malignant cells lose their 
metastatic power when subjected to radiation. 
For this reason prophylactic exposures are desirable 
in that they prevent tumor implantation into healthy 
tissues during operative procedures. 

In some cases an insufficient dose applied to an 
obstinate tumor may stimulate its growth. Exces- 
sive radiation generally does no harm and at times 
the treatment of an exposed area will have a bene- 
ficial effect on more distant foci. Pain is usually 
eased by radiation, although it may be aggravated 
by large doses. Radium is of value also in keeping a 


malignant stricture open, especially in the cesopha- 
gus or rectum and is very efficient in arresting 
hemorrhage from tumors. At times its hemostatic 
action alone justifies its use. 

Inoperable tumors are occasionally rendered oper- 
able by a series of radiations. The rapidity of reac- 
tion and the diminution in the size of the growth 
determine the efficiency of the local application. 

Certain tumors are treated more effectively with 
radium than with surgery. Radium treatment is 
successful in about 98 per cent of rodent ulcers. 
Lymphosarcoma yields very readily to radiations 
and should never be treated surgically except for 
the insertion of the radium into the tumor. Endo- 
thelioma of the parotid and palate responds very 
well to radium and X-ray treatment. In some clinics 
carcinoma of the cervix is treated solely with radium. 
In the later stages carcinomatous cells are only 
moderately susceptible to radiation. 

A number of tumors are so situated that radiation 
alone is not satisfactory, but very good results may 
be brought about by prophylactic exposure follow- 
ed later by surgery. Epithelioma of the cheek and 
the floor of the mouth and carcinoma of the breast 
and rectum may be included in this group. 

A few growths, such as epithelioma of the tongue 
and vulva, are excited to increased activity by radia- 
tion. Pain and hemorrhage, however, sometimes 
necessitate radiation of these tumors in spite of the 
possibility of extension. The more penetrating the 
rays, the better the ultimate results. The author 
states that in equal strength the gamma rays of 
radium are superior to X-rays. All malignant growths 
are more susceptible to radium than to the X-rays. 
In some cases the type of rays to be used is deter- 
mined by the location and accessibility of the tumor. 
Radiations should be continued for some time after 
all clinical signs of the disease have disappeared. 
In treating malignant areas it is important to focus 
on the surrounding lymphatics and local glands. 
A combination of radium treatment at the growth 
and exposure of the lymphatics to the X-ray is 
sometimes desirable. 

If the malignant area reacts readily to radiation, 
sepsis clears up rapidly, but if the tumor is refrac- 
tory the sepsis often becomes worse. The author 
has found that the administration of 1 gm. of cal- 
cium glycerophosphate three times a day, begun 
the day before and continued the day after treat- 
ment is often effective in preventing or alleviating 
the sickness which follows radiation. 

There are two main varieties of radiation burns. 
The acute type develops like an erysipelas, with red- 
ness, pain, and swelling. The parts should be kept 
quiet and protected. Bismuth carbonate or zinc 
oxide may be applied locally; antiseptics should 
not be used. The second or chronic type of burn 
begins as a small localized ulcer with an indolent 
surface and a bright red border. 

_ Angiomata and lymphangiomata are favorably 
influenced by radiation; keloids respond readily but 
require a greater exposure. Good results have been 
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obtained by treating fibromyoma of the uterus with 
radium. Particular care must be taken when the 
patient is under 38 years of age, as atrophy of the 
genitalia with kraurosis vulva may occur in young 
people treated by radiation. Exophthalmic and 
parenchymatous goiters have also been successfully 
treated with radium and the X-ray. The author 
emphasizes the fact that with radiotherapy at hand 
“inoperable” no longer means “incurable.” 
A. J. ScHott, Jr. 


Levin, I.: The Rationale of Radium Therapy in 
Cancer. Am. J. Roentgenol., 1920, vii, 552. 


The terms “selective action” and “selective ab- 
sorption” which are used rather promiscuously in 
reality imply two different pnenomena in the inter- 
action between the X-rays and radium and the cells. 
Thus the term “selective action’? means that the 
identical rays act differently on different tissues. 
The lymphocytes of lymphatic leukaemia and those 
of conditions of inflammatory leucocytosis are 
morphologically identical. Radium nevertheless de- 
stroys the former rapidly and has but little effect 
on the latter. Levin cites also other instances of “se- 


lection action” and gives evidence in the form of an | 


experiment performed with the X-rays upon the 
lymphocytes of turtles. 

In regard to “selective absorption” the author 
states that the same tissue may destroy or “‘absorb”’ 
one type of rays and not another. When two turtles 
were superimposed and then rayed a very consider- 
able difference was noted in the lymphocyte count 
of the lower turtle whether the upper one was alive 
or dead. Living cells have the power, which is not 
possessed by dead cells, to absorb or destroy certain 
rays. 

The fact that radium may destroy a malignant 
tumor without injuring the adjacent normal tissues 
is a true indication that radium does not act as a 
caustic but has a specific ‘‘selective action’”’ on the 
tumor. Cancer tissue submitted to radiation shows 
on examination marked degenerative changes in 
the tumor cells, consisting of vacuolation of the pro- 
toplasm, pycnosis of the nuclei, karyolysis, and the 
ultimate complete necrosis of the cell. The cellular 
changes are accompanied by a round-cell infiltra- 
tion which is subsequently changed into dense 
sclerotic connective tissue poor in blood vessels. 
The new connective tissue formation ultimately 
dominates the picture to such an extent that some 
observers maintain it is the only direct effect of 
radiation, the destruction of the tumor cells being 
secondary and due to lack of nutrition. To show 
that the rays have a direct effect upon tumor cells 
the author with Levine undertook to study the 
influence of the X-rays on the crown gall. This 
disease is a new growth which develops spon- 
taneously or may be induced artificially in various 
plants. Since plants possess no lymphoid tissue, no 
connective tissue can form and the behavior of the 
tumor cells is unobstructed. The results showed 
that the rays arrested the development of the tumor. 
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It is the author’s opinion that the first effect of the 
rays is on the tumor directly and consists of the in- 
hibition of the proliferating power or the steriliza- 
tion of the cells. The degeneration and destruction 
of the cancer cells and the formation of sclerotic 
connective tissue take place subsequently. 

A normal parenchymatous cell has a life cycle of 
youth, maturity, and senility which terminates 
usually with the death of the organism. The life of 
an individual cancer cell is short, the changes taking 
place very rapidly. In the malignant variety the 
cell divides just before senility into two young daugh- 
ter cells. When the rays arrest this proliferation 
the cancer cells degenerate. 

The round-cell infiltration which surrounds the 
groups of radiated cells and which is later changed 
into dense sclerotic connective tissue is of secondary 
occurrence, but of greater practical importance than 
the destruction of the cancer cells themselves. After 
the most perfect radiation viable though stinted 
cells may remain, which, if not held in check by the 
dense connective tissue wall, might later cause 
trouble. 

In a pathologic study of skeletal metastases of 
carcinoma the author found that the metastasis 
usually begins in the marrow and as the tumor no- 
dule increases in size it approaches and invades the 
compact osseous tissue. The cancer cells themselves 
act as osteoclasts and destroy the bone while the 
healing power of the organism attemps to form new 
bone. 

Levin believes that the method now being em- 
ployed by some in which one intense dose of radium 
or X-rays is given and not followed by a further 
application for a long time is erroneous and must 
lead to ultimate failure for the reason that the first 
action of the rays consists in the inhibition of the 
proliferating power of the nucleus. As a result the 
cancer cell does not divide but enters a state of 
maturity in which it may remain as resistant to the 
action of the rays as a normal tissue cell but still 
always potentially a cancer cell with the possibility 
of sooner or later recovering its proliferating power 
and creating a new tumor mass unless repeatedly 
radiated. W. L. Brown. 


LEGAL MEDICINE 
The Right to Practice a Valuable Property Right 
—Powers of Board of Medical Examiners to 
Suspend Licenses. Luckow vs. Board of Medical 
Examiners, California Supreme Court, 187 Pac., p. 
965. 

The right to practice medicine, like the right to 
practice any other profession, is a valuable property 
right which is protected by the Constitution and 
laws. The Fourteenth Amendment to the Con- 
stitution of the United States provides that no 
person shall be deprived of life, liberty, or property 
without due process of law. Therefore no one can 
be deprived thereof without notice and a hearing 
before some tribunal authorized to determine the 
question. J. A. CasTAGNino. 
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Industrial Board Has No Jurisdiction to Determine 
Physicians’ Fees under Contract. National 
Car Coupler Co. vs. Sullivan, Indiana Appellate 
Court, 126 N.E., p. 494. 


Under the Workmen’s Compensation Act of 
Indiana the Industrial Board has no power to pass 
upon the fees of a physician employed by an em- 
ployer. However, if a physician is called in an 
emergency to treat an employee because of failure 
on the part of the employer to provide medical care, 
or for other good reason, the fees of the physician 
become subject to approval by the Industrial 
Board unless the employer employs the physician. 

J. A. CASTAGNINO. 


May Sue Insurers—Proper Charges of Surgeon. 
Home Life & Accident Co. vs. Cobb (Texas), 220 
3. W.&., p. 13%. 


The court held that under the Workmen’s Com- 
pensation Law of Texas physicians may sue the 
insurers of employers for medical services rendered 
injured employees. In this case the physician was 
called to administer surgical and medical treatment 
to the employee (who was insured by the plaintiff), 
either at the request of the employer or with his 
knowledge. 

The amount of the physician’s bill was $150. The 
law makes the insurer liable for the medical bill for 
the first two weeks only. In this case the treatment 
was entirely of a surgical nature and after the first 
two weeks was of incidental character. In cases of 
this kind physicians usually charge not by the visit 
or treatment, but for the case. Under the circum- 
stances the charge was held to be proper. 

J. A. CASTAGNINO. 


Liability for What Is Done To Disease—Duty to 
Avoid Injuring the Weak. Janson vs. Dickinson 
(Iowa), 176 N. W.R., p. 823. 


The court held in this case that although a bruise 
sustained by an employee in the course of his em- 
ployment was slight and would not have resulted 
in prolonged disability but for latent gonorrhea, 
the claimant is entitled to compensation if there is 
evidence that hidden gonorrhoeal trouble can be 
lighted up by a bruise. J. A. CasTaGNino. 


Sued for Exhibiting Motion Picture of Operation. 
Feeney vs. Young (N. Y.), 181 N. Y. Supp., p. 481. 


The plaintiff in this case had been subjected to a 
cesarean section. She consented, though not in 
writing, to have a moving picture taken of the 
operation to be exhibited before medical societies 
and in the interests of medical science. Thereafter 
the picture was exhibited in two leading moving 
picture houses in New York as a part of a picture 
entitled “Birth.” The exhibition was made for the 
purposes of trade. 

On account of the fact that the trial court re- 
fused testimony as to the exhibition of the picture, 
the Appellate Court reversed the case for a new 
trial. J. A. CAsTacnino. 
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No Action for Anguish for Death on Operating 
Table. Croom et ux. vs. Murphy (N. C.), 102 
S.E. R., p. 706. 


This was a suit against a physician and surgeon 
on behalf of the parents of a child who died on the 
operating table. The only important issue in the 
case was the parents’ mental anguish and its bearing 
on the damages. While not deciding the right of the 
parents to recover damages in a proper case, the 
court held that this kind of a suit could not be 
maintained by them in their individual capacities, 
an administrator being the only one who could sue. 

J. A. CASTAGNINO. 


Compensation for Inguinal Hernia— Attempted 
Release of Employer. Hines vs. Industrial Acci- 
dent Commission (Cal.), 188 Pac., p. 277. 


At the time the plaintiff, an employee of the 
Southern Pacific Railroad, was first employed, he 
was examined and found to have lax inguinal rings. 
He was informed of this defect, and in considera- 
tion of his employment he signed an agreement 
releasing the company from responsibility if a 
hernia developed. The provisions of the Work- 
men’s Compensation Law of California, however, 
rendered this agreement ineffectual and therefore, 
under the law, the plaintiff was entitled to com- 
pensation. J. A. CASTAGNINO. 


Circumstantial Authentication of a Roentgeno- 
gram—Admissible Evidence When Roentgeno- 
gram Is Lost. Quinn vs. Flesher (W. Va.), ro2 
S.E. R., p. 300. 

In this case the radiograph was lost prior to the 
trial. Therefore the question as to whether the 
doctors who examined it could testify was raised. 
It was contended that the bones themselves were 
the primary evidence; that the picture was the 
secondary evidence; and that the statements of the 
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doctors as to what the lost radiograph contained 
would be tertiary evidence or knowledge derived 
only from a view of the secondary evidence. Inas- 
much as the original condition of the bones had 
changed it would have been otherwise impossible to 
determine what their condition was at the time the 
radiograph was made. The court held that the 
radiograph was but a copy or reproduction of the 
bones, and that therefore it was proper for the doc- 
tors to testify concerning it if it became lost. 
J. A. CASTAGNINO. 


Evidence and Rules of Evidence in Fracture Case. 
Dean vs. Seeman (S. D.), 176 N. W. R., p. 640. 


In an action against a surgeon for malpractice in 
which negligence in the setting of a fractured femur 
was charged the court stated that displacement of 
the bone after it had been set and delay in its 
union did not necessarily imply that the physician 
was responsible for the result as long as he exercised 
ordinary skill and care. J. A. CasTacnino. 


Negligence in Setting Fracture Not Established. 
Ayala vs. King-Ryder Lumber Co., Louisiana Su- 
preme Court, 83 So., p. 799. 


The plantiff sustained a fracture between the 
knee ard the hip. The evidence as to the treatment 
given by the attending physician is conflicting, the 
plaintiff contending that he first stuck a needle in 
the thigh and then tied a straight board to the out- 
side of the leg; that no weights were used. The 
physician testified that he applied a Linton splint. 
His testimony was corroborated by a carpenter at 
the plant who made the splint under the direction 
of the physician and who was present when it was 
adjusted. It was shown the leg was an inch short, 
but the court held that the shortness was not due 
to the fault, neglect, or lack of skill of the physician. 

J. A. CASTAGNINO. 
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Bland, P. B.: ~ Treatment of Displacement of 
the Uterus. N. York M. J., 1920, cxii, 702. 


This article is summarized as follows: 

1. Therapeutically there is a distinct need for a 
‘specific line of division between medical and sur- 
gical malpositions. 

2. The symptomatology of uterine displacements 
in general as taught today is erroneous. This is 
confirmed by the small percentage of so-called cures 
following operation. 

3. Uncomplicated malpositions should be treated 
by medical and mechanical means. Operative 
measures should be applied to those associated with 
distinct surgical complications. 

4. Operative intervention should not be utilized 
in the simple malpositions of virgins or young 
married women. 

5. The infantile uterus never requires, and is not 
benefited by, surgery. Endocrine dysfunction as an 
etiological factor should be borne in mind. This 
condition should be treated rather than the uterus. 

6. Nerve and muscle relaxation (backache) 


should be regarded as a causative factor rather 
than the result of uterine malposition. 
7. Nerve and muscle power should be restored 


in all cases. This is best accomplished by rest and 
generous feeding. 

8. In no case of retroflexion or retroversion will 
a recovery result when there is obstinate constipa- 
tion or bladder overdistention. If the constipation 
is overcome the malposition will largely disappear. 

9g. The prolapsus of old women with low surgical 
resistance is best treated mechanically by the 
Menge pessary. C. H. Davis. 


Heineberg, A.: Diseases of the Cervix Uteri. NV. 
York M.J., 1920, cxii, 706. 

The amount of cervical tissue to be removed is 
controlled by the extent of the erosion, endocervicitis, 
and hypertrophy present. Therefore it is advisable 
to reduce these pathologic changes by other methods 
of treatment in order to limit the extent of the am- 
putation or to abolish the necessity for its perform- 
ance. The secret of success lies in the preparation 
of the cervical mucous membrane for the reception 
of the active agent. Complete removal of the secre- 
tion cannot be effected by swabbing with gauze 
or cotton or by the use of a suction apparatus, and 
these methods, when persisted in, frequently cause 
bleeding which still further counteracts the action 
of the medicament. After experimenting with differ- 
ent methods, a weak alkaline solution made up of 
40 gr. each of bicarbonate of soda, sodium chloride, 
and sodium borate to a pint of water was found to 


dissolve or dislodge the cervical secretions thorough- 
ly when used as an irrigating agent or when applied 
on an applicator. After the cervical mucous mem- 
brane is entirely clean, it should be thoroughly dried 
with absorbent cotton and the medicating agent 
applied. In aggravated cases of long standing, in 
which the mucosa is greatly thickened and the ero- 
sion extensive, the drug of choice is silver nitrate 
applied at first in 50 per cent solution every three or 
four days. As the discharge lessens in amount and 
becomes thinner and less purulent, the strength of 
the solution should be gradually decreased to 10 
per cent. 

If the cervix is large and boggy, the applications 
of silver nitrate should be supplemented with boro- 
glycerin tampons until the cervix is reduced in size, 
and the patient should be directed to take alkaline 
douches once or twice a day. 

In some cases after the treatment described an 
amputation is still necessary to reduce the hyper- 
trophy and relieve the ectropion. In this connection 
the author describes the technique of a bloodless 
repair which he has used in over one hundred cases 
with very good results. C. H. Davis. 


Knox, R.: The Treatment of Uterine Fibroids. 
Brit. M. J., 1920, ii, 535. 


Knox advises X-ray treatment for uterine fibroids 
only after consultation with a surgeon and with the 
medical attendant. A brief review of the history 
of this form of treatment is given. The method of 
choice consists of the use of the Coolidge tube with 
careful screening and carefully estimated exposures 
in divided doses begun preferably soon after the 
last menstrual period. Two or more series of 
applications may be necessary, depending on the 
effect. 

The action of the rays is exerted primarily on the 
ovaries and their blood supply: suppression of func- 
tion leads to atrophy and cessation of menstruation. 
The rays have a direct effect also on the fibroids, 
causing as a rule a diminution in their size. 

The fellowing conditions are believed to contra- 
indicate treatment with the X-ray and radium: (1) 
large fibroids, especially if calcification is present; 
(2) malignancy (surgery being preferable if the con- 
dition is operable) ; (3) infection of the pelvic organs; 
(4) inflammation of the neighboring organs, such 
as appendicitis, cystitis, etc.; and (5) submucous 
pedunculated fibroids. 

The advantages of radiatio1 are that it is painless 
and ill effects are only temporary; there is no inter- 
ference with the normal daily life, except that 
moderate rest may be necessary one or two days 
after treatment; no pre-operative preparation is 
necessary; the symptoms of the menopause are less 
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marked than following surgery; and, as the patient 
is spared operative shock and hemorrhage, recovery 
is more rapid, especially if she has been weakened 
by loss of blood. 

The disadvantages of radium treatment are that 
a longer time is required to attain the desired eect, 
the results are not always successful, and the tumor 
does not disappear entirely. 

The immediate effects consist of nausea, head- 
ache, and giddiness or faintness; the latter is usually 
due to ionized air and may be prevented by the use 
of an electric fan during the treatment. If late 
effects occur they come on usually from one to three 
days after treatment and are proportional to the 
dosage. Headache, a rise in the pulse rate and 
temperature, and a feeling of malaise are the 
most common symptoms. Indiscriminate use of 
the X-ray is dangerous because of the possibility of 
burns. 

Judgment should be used in selecting the types 
of cases to be treated by X-ray and operation. The 
necessity for operation may be determined from 
the severity and frequency of the hemorrhage, 
the size and rate of growth of the tumor, and the 
effects of pressure on other structures. Even when 
operation appears to be the best method in a given 
case the patient may be benefited by radiation if 
she is willing to risk the effects of intensive treat- 
ment. 

The relative value of radium in the treatment of 
uterine fibroids must be considered also in discuss- 
ing the X-ray as a therapeutic agent. The effect 
of radium and the X-ray depends upon the wave 


length; it is possible that the gamma ray of radium 
may produce results as good as, or better than, those 
produced by the X-ray. Radium, however, has the 
advantage of portability and accuracy of dosage. 
Both therapeutic agents in combination are very 
useful, especially when a rapid result is desired. 
MERLE R. Hoon. 


Panneton, J. E.: The X-Rays in the Treatment of 
Fibromata and Uterine Hemorrhages. Am. J. 
Roentgenol., 1920, vii, 544. 


Roentgenotherapy is employed most successfully 
in the following cases: 

1. Small, simple fibromata characterized only 
by a sensation of weight or fatigue in the lower ab- 
domen with menorrhagia. 

2. Large fibromata, palpable through the ab- 
dominal wall, rising perhaps as high as the umbilicus, 
and accompanied by such symptoms as the mechani- 
cal type of constipation which is very difficult to 
overcome and is due to pressure on the iliac colon; 
frequent micturition due to diminution, by pressure, 
of the capacity of the bladder; and lumbar and 
sciatic pain due to pressure on the lumbar and sacral 
flexures. The menstrual periods may be normal as 
to the amount of flow and duration or slightly in- 
creased. 

3. Fibromata of any size accompanied by more 
or less severe hemorrhage. 


221 


4. In uterine hemorrhages of non-infectious 
origin, and in certain painful menorrhagias without 
demonstrable fibroids. 

5. Uterine hemorrhages with subinvolution or 
the hemorrhages preceding a delayed menopause. 

In all these cases the results obtained warrant 
the use of the terms “‘cure”’ or “‘clinical cure”’ pro- 
vided the dose administered was considerably 
more than that actually necessary to produce the 
menopause. The treatment of young women is 
necessarily more prolonged than that of older wom- 
en, the time required being in inverse proportion 
to the patient’s age. 

The author reports the results of 44 cases. The 
technique used was that described by Béclére. The 
two ovarian regions were irradiated by directing the 
rays obliquely through the uterus through only two 
anterior ports of entry. In women more than 4o 
years of age the arrest of the hemorrhage and men- 
strual function was obtained after the third or fourth 
application (parallel gap of 20 to 22 cm.; 3 mm. of 
aluminum for filtration; radiant energy equivalent 
to 16 X). In women 50 years of age such a dose 
produced the menopause; in 1 case after the first 
treatment, and in 3 cases after the second treatment. 
In younger women between 30 and 40 years of age, 
the menopause was not established until after the 
fifth, sixth, or seventh application. 

The number of applications required to cause the 
disappearance of fibromata varied from five to ten 
series, according to the size and age of the growths. 
As a rule these tumors disappeared entirely but in 
some cases the uterus remained slightly enlarged. 
Some of the large tumors disappeared completely 
and 7 or 8 retrogressed behind the pubis, leaving the 
uterus somewhat enlarged. 

In certain cases the author tried the method of mul- 
tiple port of entry, using eight anterior and eight pos- 
terior ports. In his opinion the menopause was not 
obtained any more rapidly by this method than by 
the method of Béclére which was much more simple. 
On the contrary he noticed that with the method 
of several ports of entry the patients often ex- 
perienced malaise, vertigo, nausea, or even vomiting 
to a much greater degree than when only two ports 
of entry were used. 

In serious cases in which immediate action is in- 
dicated Panneton does not hesitate to give a dose 
of 30 or even 4o X. This has an excellent effect 
upon the hemorrhage. 

When thick filters are used the effect upon the 
skin is nil; the author has never observed telangiec- 
tasis except in some of his first cases in which at mm. 
filter and a parallel gap of 15 cm. were used. 

W. L. Brown. 


Ernesto, R. R.: Cancer of the Uterus in Lima (El 
cancer del utero en Lima). An. Fac. de Med. Univ. 
de Lima, 1920, iii, 64. 


The author discusses the mortality due to cancer 
and suggests methods by which it may be de- 
creased. The statistics reviewed are based first on 
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the population of Lima, and second, on the incidence 
of cancer of the uterus in relation to cancer found 
elsewhere in the body. The last census of Lima 
was taken in 1908, but the author’s studies were 
carried through 1918. 

Between the ages of 35 and 4o the mortality due 
to cancer of the uterus per 10,000 inhabitants is 5.7 
while between the ages of 45 and 50 it is 13.4, and 
between the ages of 60 and 65 it is 14.4. 

The uterus is involved in 98 per cent of the cases 
of cancer of the female generative organs. Of 1,090 
deaths due to cancer, 364 were due to cancer of the 
uterus. The stomach and liver are the second most 
frequent sites of malignancy and the breast third. 
These statistics differ from those of other countries 
of South America, but are very similar to those of 
Rio de Janeiro. The mortality differs according to 
race, being highest among Indians, lower among the 
negroes and whites, and lowest among mixed races. 

In discussing the etiological factors the author 
states that in his opinion heredity is probably not a 
cause. The beginning of the menopause is perhaps 
the most usual time for the appearance of cancer. 
Cancer of the uterus is most infrequent in nulli- 
pare and most common in multipare. The pro- 
pagation of cancer by contact is not probable. 
Traumatism such as tears or inflammation may be 
considered as etiological factors. Pro BLANco. 


Ramon y Cajal, P.: The Action of Radium in Can- 
cer (Accién de la radium actividad en el cancer). 
Arch. de ginec., obst. y pediat., 1920, xxxiii, 227. 


Radium produces two simultaneous effects in the 
tissues; namely, regressive changes followed by 
rapid death of the neoplastic tissues, and stimulation 
of the natural defensive reactions. When a neoplasm 
has been destroyed by radium there is an attempt at 
repair of the tissues invaded. This process is similar 
to that observed in the same kind of tissue which 
has not been treated with radium, but in which the 
changes are complete or partial. 

The changes taking place in the structure ef un- 
differentiated cells exposed to radium consist of new 
cell formation and increased nutrition of the cell 
even though the cell finally succumbs. Some cells 
resist the action of radium and fail to develop fur- 
ther, but if again stimulated they assume a very 
rapid growth. Many of the undifferentiated cells 
may become differentiated through the action of 
radium. 

The author points out that the structure of a can- 
cer cell is that of the embryonic undifferentiated cell. 

Pio BLANco. 


Taussig, F. J.: An Analysis of the Failures in Radi- 
um Treatment of Cervical Cancer. Am. J. 
Obst. & Gynec., 1920, i, 113. 

The author states that we should direct our efforts 
not so much to reporting occasional successes but to 
analyzing our still too frequent failures. In his opin- 
ion, based on two and one-half years’ experience, cer- 
vical cancer should be treated by a gynecologist who 
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has had special training in the use of the X-ray and 
radium. In regard to dosage Taussig has found 
that while heavy radiation with the gamma rays 
may not show unfavorable results at the time, it has 
a tendency to produce an obliterative endarteritis 
which, when subsequent treatments are given, 
favors profound necrosis of normal tissues, the 
dreaded complication of radium treatment. For this 
reason the attempt should be made to obtain a cure 
in the first treatment extending over a period of four 
weeks as it usually takes at least six weeks for the 
tissues to show the full result of a heavy radium 
treatment. 

Taussig’s technique in the inoperable stage of 
cervical carcinoma consists of the application of 
25 to 50 mg. within the cervix and from 75 to 100 
mg. in silver capsules packed against the cervical 
ulcer for twenty to twenty-two hours, a total of 
2,500 to 2,750 milligram hours. Two weeks later 
a massive X-ray dose through six to eight portals 
is given. 

Among the serious sequela of radium treatment, 
septic infection demands first consideration. The 
cases of pelvic peritonitis which so often develop are 
due rather to the infected tube or uterus than to an 
infection resulting from the introduction of the 
radium. Frequently a pyelitis will light up, caus- 
ing a so-called ‘‘radium fever.’’ Severe hemorrhage 
occurred in 8 cases as a result of radium necrosis 
which affected a branch of the uterine artery. The 
bleeding was more profuse than in an untreated 
case. Most annoying are the fistula. In Taussig’s 
opinion these tend to form after repeated moderate 
doses of radiation with the gamma ravs. 

Six patients with primary vaginal cancer and 
six with vulvar cancer were treated with radium. 
One remained free from recurrence, 3 died, 1 had a 
recurrence when heard from last, and 1 was not 
traced. In the cases of vaginal cancer, however, 
the results of operation in even the very earliest 
cases are so poor that radium treatment is to be pre- 
ferred. Carcinoma of the vulva on the other hand. 
is most unsuited for radium treatment. On account 
of the free nerve supply in this region radium reac- 
tion produces severe and prolonged burning and pain. 
Moreover, the local retrogressions are slow and in- 
complete and the glandular metastases which occur 
so uniformly in this form of cancer seem to appear 
earlier and grow more rapidly when radium has 
been used. Only 1 of the author’s patients is at 
present alive and in this case excision of the vulva 
and tributary glands was combined with the use of 
radium. Unquestionably surgical measures will 
give better results although an occasional cure, as 
in Janeway’s case, may follow radium treatment. 

The article is summarized as follows: 

1. Radium treatment of uterine cancer should 
be kept in the hands of the gynecologist rather than 
the roentgenologist, but the gynecologist should 
seek preliminary training in the use of radium and 
should have continued opportunity for the obser- 
vation and treatment of cancer. 
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2. Good permanent results may be obtained in 
a certain proportion of cases of cervical cancers 
with amounts of radium not exceeding 100 or 150 
mgm. of the element, through the use of large 
amounts in the form of emanation will doubtless 
decrease complications and increase the number 
of cures to some degree. 

3. If possible, all necessary treatment should 
be given within the first six to eight weeks before 
sclerosis has rendered the cancer less accessible and 
the normal tissues more susceptible to injury. 

4. Tumor infiltration or light metal filtration 
together with intracervical application does the 
most good and the least damage; from 2,500 to 
3.500 milligram hours are usually enough to give 
results in the favorable cases. 

5. In the absence of the Bailey bomb and large 
amounts of emanation, well-directed and prolonged 
X-ray treatment through six to eight portals will 
usually affect the parametrial and glandular in- 
volvements. 

6. Prolonged necrosis and fistula are due to re- 
peated treatments, vaginal applications, heavy 
radiation with the gamma rays, or a combination of 
the three. 

7. Rectovaginal fistule are more frequent and 
vesicovaginal fistulz less frequent after radium treat- 
ment. 

8. Operation is to be preferred in all operable 
cases when the patient is under 35 years of age and 
n the early operable cases when the patient is beyond 
this age. Radium is to be recommended whenever 
obesity or lung, heart, or kidney lesions makes opera- 
tion difficult or dangerous, and in advanced operable, 
borderline, and inoperable cases, but not in the ad- 
vanced inoperable group with cachexia. W. L.Brown. 


Recasens: The Present Position of Radium and 
Radiotherapy in the Treatment of Uterine Can- 
cer (Etat actuel de la radium et de la radiothérapie 
dans le cancer de l’utérus). Presse méd., Par., 1920, 
xxviii, 633. 


Forty-seven patients with cancer of the uterine 
cervix were treated with radium during the year 


1914. In 26, the condition was at the limit of 
operability, and in 21 was quite inoperable. Today, 
11 of these patients are perfectly well except that 2 
of them have a vesicovaginal fistula. 

From 1917 to 1919 inclusive 15 of the patients 
treated in 1914 died of recurrences. These patients 
were reported as cured in the statistics published by 
Recasens in 1917. This still leaves 24 per cent of 
those treated in 1914 who have remained well for 
more than five years. Of the women treated in 1915, 
21 out of 79 are corrpletely cured, a percentage of 
recovery after four yezrs amounting to 25.6. These 
figures give irrefutable testimony regarding the pos- 
sibility of definite recovery in cases of inoperable 
cancer of the uterine cervix following radiotherapy. 

In certain cases in which, because of the extent 
of the growth, it did not appear probable that 
radium would be of benefit, very penetrating doses 
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of X-rays (120,000 volts, 2 millamperes, Coolidge 
tube) were given for one hour on each iliac fossa, the 
same dose being repeated on the two sides of the 
sacrum and the lateral iliac region on days following 
the first application. Two days after these applica- 
tions microscopic examination of specimens did not 
reveal any changes, but ten days later cellular lesions 
comparable to those produced by radium were found. 
The action of X-rays on cervical cancer is slow and 
of itself is insufficient to cause the disappearance of 
all of the cancer cells, but it aids in the destruction 
of epithelial nests which, because of their distant 
situation, cannot be reached by radium irradiation. 
The X-rays act also very efficaciously on cancer cells 
of the pelvic glands and lymphatic propagations. 

In the treatment of uterine cancer with radium 
the author uses the gamma rays alone. The effect 
of these rays varies from simple irritation to com- 
plete cellular destruction. Between these limits 
there is a series of states of inhibition. These differ- 
ences in the action of radium are due to two factors: 
(1) the quantity and quality of the rays received by 
the tissues in relation to the duration of the irradia- 
tion, and (2) the difference in the absorbing power 
of the tissues. 

A phenomenon which the author noted following 
massive radium dosage and which he never observed 
in X-ray irradiations was a phase of nuclear gigant- 
ism preceding the phase of destruction. 

Recasens does not believe that the milligram-hour 
unit is of any value. He uses tubes of 70, 30, or 50 
milligrams, leaving a tube in place from ten to eight- 
een hours. In general, he does not continue the 
application longer than twenty-four hours unless the 
cancer is situated within a cavity in which the tube 
is surrounded on all its length and surface by can- 
cerous tissue. The treatments are given every 
eight days in series of five or six applications. Then, 
after an interval of three or four weeks, a new series 
of two or three applications is given, after which the 
patient is allowed to rest for two months. The 
treatment is concluded with a few local applications 
according to conditions. 

Radium treatment is supplemented in all cases 
by X-ray treatment and the author is convinced 
that the good results he is able to report are due to 
the combination of these two therapeutic agents. 

The basis of the technique followed is the utiliza- 
tion of the actions of accumulation and latency which 
preserve the cells when they have undergone an 
irradiation not sufficient to kill them immediately. 
This latency of irradiation and accumulation of 
doses is in reverse relation to the quantity of radium 
employed and the duration of the application. 
Large doses produce immediate effects and medium 
doses cause latency and accumulations which are of 
great value in the treatment of cervical cancer. 

For cancer of the corpus uteri the author at pres- 
ent prefers operation, but thinks that in time it will 
yield to radiotherapy. 

For some years Recasens has sought for a method 
of increasing the sensitiveness of cancer cells to 
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radiation. The results of experiments with local 
diathermic treatment have not been encouraging. 
Following intravenous injections of colloidal cop- 
per, platinol, and electro-selenium, however, he has 
found changes in neoplastic cervical cancer which 
are analogous to, if not identical with, those ob- 
served after irradiation with radium and the X-rays. 
In certain cases amelioration of the local symptoms 
was observed also. 

In all cases in which radium was employed after 
treatment with colloidal copper the symptoms of 
cervical cancer disappeared more rapidly than when 
radium was used alone. W. A. BRENNAN. 


ADNEXAL AND PERI-UTERINE CONDITIONS 
Bell, W. B.: The Nature of the Ovarian Function 
and the Medical and Surgical Methods Adopted 
to Secure the Benefits of the Ovarian Secre- 
tions. Lancet, 1920, cxcix, 879. 


The author endeavors to formulate conclusions 
regarding the teaching and practice of gynecologists 
with respect to the conservation of the ovaries when 
conception is impossible. He believes that con- 
servation of ovarian tissue has a sound basis not only 
in the surgical principle of preserving important 
organs, but also in the results obtained. The ultim- 
ate decision as to the value of leaving ovarian tissue 
must be based on a demonstration of benefits ac- 
cruing therefrom. 

In the absence of precise knowledge concerning 
the factors which determine sex and which doubtless 
are present in the fertilized ovum, we can follow 
only the later manifestations which are the result 
of the progress of development of the determined 
sex. The primary sex characteristic is the pre- 
dominance of maleness or femaleness in the fer- 
tilized ovum. This may be so slight as to be dis- 
turbed even in the human subject. A fact of interest 
is that the cortex of the suprarenal gland is de- 
veloped in close proximity to the genital gland and 
at the same period. If, therefore, there is a deter- 
mining factor in regard to the sex gland and the 
other tissues, such as the Muellerian ducts, ete., it is 
certain that the suprarenal cortex will come within 
the sphere of influence. The thyroid and the 
pituitary are also relatively much larger in the 
foetus than in the adult. All the internal secretory 
glands control the sex functions, sex characteristics, 
and sex metabolism from the beginning as much as 
the gonads, and primarily all owe their directive 
tendencies to the predominating sex potentiality in 
the zygote. The secondary characteristics of sex 
are dependent on the suprarenal cortex and the 
pituitary more than on the gonads. 

If a lesion of the suprarenal cortex leading to 
increased secretion turns the secondary character- 
istics of a female into those of a male and suppresses 
the function of the ovaries, it is only logical to sup- 
pose that, while normal, it had been feminine rather 
than masculine in type, quantitatively or quali- 
tatively. The metabolism of the organism concerned 
is also altered, Partial hermaphroditism illustrates 
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this sex determination. The testes in partial 
hermaphrodites are never functional, the seminal 
tubules always remain undeveloped, and the inter- 
stitial cellular tissue in which the seminal tubules 
are embedded is so abundant that almost the entire 
organ appears to be composed :of epithelial cells. 
If it were true that the interstitial cells of the gonads 
are responsible for the secondary characteristics, it 
could hardly come about that when they are seen 
at the highest state of development, as in partial 
hermaphrodites, every other characteristic would 
be definitely that of the opposite sex. In some 
cases male (testicular) partial hermaphrodites have 
had every appearance of beautiful women as regards 
both mind and body. 

The direct effect of ovarian function is the regula- 
tion of the production of ova and the control of the 
normal uterine cycle. In this connection other 
organs of internal secretion, the thyroid and _pitui- 
tary, are concerned as is demonstrated by the rapid 
atrophy of the genital glands and ducts following 
certain operations on the pituitary gland. The 
indirect effect of ovarian function is the promotion 
of the menstrual cycle. In this cycle the mamme 
must be kept potentially functional. Nutriment is 
first conveyed to the child in utero by the blood 
stream of the mother and afterward through the 
medium of the mother’s milk. This adjustment is 
regulated by the organs of internal secretion follow- 
ing sensitization of the mamme possibly by the secre- 
tion of corpus luteum and the substances elaborated 
by the foetal metabolism. The metabolism of the 
mother is based on the same requirements during 
lactation as during gestation. After removal of the 
ovarian secretion by oSphorectomy the thyroid 
gland especially appears apt to undergo pathologic 
changes. The sympathetic control, always some- 
what unstable in women, becomes more variable 
because of changes that take place in the calcium 
metabolism which is largely concerned in the repro- 
ductive processes. The general metabolism is con- 
siderably reduced after o6phorectomy as shown by 
the consumption of oxygen and excretion of car- 
bonic acid gas. Young, sexually active women suffer 
very grievously if the artificial menopause is in- 
duced. As to therapeutic measures, it is doubtful 
whether ovarian extracts alone are capable of pro- 
ducing desirable results. While some authors con- 
sider the corpus luteum as the most active, Bell has 
shown that the interstitial cells probably preserve 
the integrity of the uterus and the function of 
menstruation. Whole ovarian extract combined 
with thyroid extract should be used in circumstances 
for which such treatment is required. Extracts are 
of little service in the physiological menopause but 
the combined extracts, that is, of whole ovary and 
thyroid, are of value following odphorectomy. 

The practice of ovarian grafting is considered an 
accessory method. In 08 cases only five ovarian 
grafts were employed in the absence of pelvic infec- 
tion. The following points with regard to the 
technique of this procedure are important: 


1. All grafts in the human subject must be auto- 
plastic. 

2. After the removal of the ovaries the ovarian 
tissue from which the graft is to be cut should be 
dropped to the bottom of the pouch of Douglas 
where it will be kept warm and moist until the end 
of the operation when it is to be grafted. 

3. When possible, healthy ovarian tissue (which 
may include all the elements of the organ) should 
be used. After the dense tunica albuginea has been 
removed this tissue shou!d be criss-crossed with a 
sharp knife into adherent fragments in order to 
favor rapid vascularization of the grafted tissue. 

4. If there is no suppurative infection of the 
ovary, the graft may be placed in the rectus muscle 
before the laparotomy wound is closed, or may be 
implanted in the uterus. It is most important that 
it should be placed in a vascular site, but not sur- 
rounded with blood. 

5. If the ovaries are badly infected and more or 
less completely converted into the walls of abscess 
cavities, whatever tissue can be removed should be 
implanted in the internal oblique muscle alongside 
the drainage tube which, in such circumstances, is 
passed through a stab-wound well away from the 
central incision into the pelvis. In several such 
cases menstruation has occurred subsequently, but 
is regular after ovarian grafting in only a few. 
Usually it recurs at intervals longer than normal, 
that is, every six weeks or two months. Some pa- 
tients menstruate a few times and then have minor 
symptoms of the menopause. The longest period 
during which any patient menstruated regularly 
was four years. W. N. Row ey. 


Ochsner, E. H.: Further Observations on the Func- 
tion of the Corpus Luteum. Surg., Gynec. & 
Obst., 1920, xxxi, 496. 


According to our present conception, the ovary 
is a complex glandular organ with at least two quite 
distinct functions: first, the production of ripe ova 
and, second, the elaboration of one or more internal 
secretions. Veterinarians have observed that if a 
false corpus luteum remains unabsorbed in either 
ovary of a cow, she does not come in heat nor 
conceive. On the other hand, as soon as this false 
corpus luteum is absorbed normally or expressed 
manually by the operating hand of the veterinarian, 
the phenomenon known as heat invariably develops 
— from forty-eight to one hundred and twenty 

ours. 

Pelvic infections have long been recognized as the 
cause of sterility in the human female. There are a 
considerable number of patients with premature 
menopause who give the history of having stopped 
menstruating because of a severe chilling during a 
menstrual period and who have never menstruated 
since. Another considerable number of patients are 
those who, following a chilling or a severe illness dur- 
ing a menstrual period, have menstruated only at 
intervals varying from several months to several 
years and have suffered from the distressing symp- 
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toms of an artificial menopause. In view of the 
facts mentioned with regard to the cow, the author 
would today perform a laparotomy on such patients, 
carefully examine the ovaries, and if an unabsorbed 
corpus luteum is found, would excise it. 

Eleven cases are given with the results obtained 
by operation. The conclusions arrived at are as 
follows: 

1. An unabsorbed false corpus luteum prevents 
ovulation and is a common cause of sterility. The 
expression or excision of such a false corpus luteum 
invariably brings on menstruation. 

2. The excision or rupture of a true corpus luteum 
invariably results in the interruption of pregnancy, 
at least during the early months, and may be looked 
upon as a common cause of abortion. 

3. An injury to either the true or false corpus 
luteum may simulate ruptured extra-uterine preg- 
nancy. C. H. Davis. 


Hartmann, Bergéret, and Remilly: Reflections up- 
on Tubo-Ovarian Tuberculosis Based on 28 
Personal Cases (Quelques réflexions sur la tuber- 
culose salpingo-ovarienne 4 propos de 28 observa- 
tions personnelles). Gynéc. et obst., 1920, ii. 3. 


Tuberculosis of the adnexa of the uterus has been 
known for a long time, having been described by 
Morgagni in 1744. Published statistics vary widely 
and therefore give little idea as to the frequency of 
the condition. The authors found adnexal tuberculo- 
sis in 28 out of 1,150 cases of adnexitis operated 
upon. Williams at the Johns Hopkins Hospital 
found tuberculosis 7 times in 91 cases of adnexitis 
and in only 2 of these cases had it been suspected 
previously. 

The ages of the authors’ patients varied from 
18 to 47 years. There was a personal history of 
tuberculosis in about one-third of the cases and a 
family history of tuberculosis in 8. 

Tuberculosis limited to the tube was observed only 
once. In all the other cases the disease had involved 
the neighboring peritoneum. The lesion was uni- 
lateral in 7 cases, and bilateral in 20. In 4 of the 
latter it was almost exclusively peritoneal. 

Tuberculosis of the adnexa is almost always 
associated with periovaritis, but the ovary itrelf 
is rarely involved. In 1 case a tuberculous ovarian 
abscess was discovered and in 5 others invasion of 
the ovary appeared certain. In 8 cases there was 
a cystic condition of the ovary. The authors never 
found an ovarian abscess without associated tubal 
suppuration. 

In 13 cases the peritoneal lesions were limited to 
the peritoneum of the lower pelvis which was covered 
with granulations. In 13 cases also the lesions 
extended to the abdominal peritoneum. A fistula 
to a neighboring organ was found in only 1 case and 
in this instance involved the pelvic colon. 

The presence of tuberculous uterine lesions was 
certain in some of the authors’ cases, but in only 
one instance was tuberculosis of the urinary tract 
associated with the genital tuberculosis. 
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Regarding the pathogenesis the authors state 
that none of their cases favors the theory of an 
ascending route of infection. In their opinion it is 
possible that tuberculosis of other organs reaches 
the ovary by the descending route, but as a rule 
the route is through the blood. A large proportion 
of the authors’ cases showed the presence of previous 
tuberculous foci. 

The clinical syndrome presented in the cases re- 
viewed varied considerably. In 14, the syndrome was 
that of genital tuberculosis in the form of adnexitis, 
with or without pelviperitonitis, while in 13 cases 
it was that of fibrocaseous tuberculous peritonitis 
of genital origin. Both these types appeared in all 
intermediate forms. Ascitic tuberculous peritonitis 
of genital origin is rare and was seen in only 1 case. 

All of the authors’ patients were operated upon. 
Four were treated by unilateral castration and all 
recovered. In 10 cases a bilateral castration with 
hysterectomy was done. One of these patients died 
during the operation. and 2 others, within a short 
period afterward. Only 7 of the patients could be 
traced. Three of these who had had a total cas- 
tration were in perfect health from two to three and 
one-half years later. Four patients who had had a 
unilateral castration were in good condition from 
one to eight years after the operation. Three pa- 
tients died of tuberculosis subsequently. 

W. A. BRENNAN. 
Caviglia, A., and Luzurriaga, A. M.: Two Cases of 
Hydatid Echinococcosis of the Female Geni- 
talia (Dos cases de equinococcocis hiddtica del 
aparato genital femenino). Rev. d. cir. med. argent., 
1920, xx, 609. 

The author points out the importance of the X-ray 
and especially of an exploratory laparotomy in 
establishing a diagnosis of echinococcus cyst primary 
in the female generative organs (the uterus and 
adnexa). Without an exploratory laparotomy it is 
impossible to make a certain diagnosis as vaginal 
exploration is insufficient. 

Primary echinococcus cysts of the uterus or ad- 
nexa may be multiple or single. Ninety-five per cent 
of those in children are single. 

Echinococcus cysts in the uterus and adnexa or 
the external genitalia are usually secondary to cysts 
in some other part of the body. In one instance the 
author found cysts in the omentum and the broad 
ligament. The cyst in the omentum was in a state 
of degeneration and that in the broad ligament in a 
state of development. 

The migration of the echinococci to the uterus and 
female genitalia takes place through the circulation. 
After passing through the lungs they are distributed 
to all parts of tne body through the left heart. Only 
by this theory is it possible to account for the pres- 
ence of intramural echinococcus cysts and cysts in 
the broad ligaments and the vulva. The theory that 
the echinoco .us is introduced from the outside 
through the vagina is not acceptable. Direct pene- 
tration of the echinococcus through the rectal walls 
and the pouch of Douglas is not probable. 
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A diagnosis of echinococcus cyst of the female 
genitalia has seldom or never been made clinically, 
but is always made at the time of operation. 

The treatment must be radical as it is very seldom 
possible to enucleate the cyst. 

The author reports two cases of single cyst of the 
ovary and tube which were probably primary in 
these locations. Pio BLANco. 


EXTERNAL GENITALIA 


Demarest: Major Vaginal Prolapses; Definite Cure 
by Means of Total Colpectomy. Am. J. Surz., 
1920, xxxiv, 285. 

Major vaginal prolapses include those which are 
characterized by complete eversion of the vaginal 
wall. The author discusses the etiological factors 
concerned in this condition and gives several very 
good photographs of cases. The technique employed 
in the treatment is as follows: 

1. Vaginal hysterectomy or cervicectomy, ac- 
cording to whether the uterus or only the cervix is 
present. 

2. Colpectomy. 

Hysterectomy.—The vaginal walls are painted with 
tincture of iodine and a circular incision is made in 
the vaginal mucous membrane a little above the lips 
of the cervix. The plane of cleavage between the 
uterus and bladder is located, and these organs are 
separated up to’ the peritoneal deflection. In order 
to open the peritoneal cul-de-sac easily the anterior 
wall of the uterus is divided in the center up to 
the fundus. The upper portion of the broad ligament 
is then sectioned close to the uterus on either side. 
This having been done, the uterus is easily revolved 
forward and the cul-de-sac of Douglas is exposed. 
The dissection is then continued through the 
posterior vaginal incision so that the cul-de-sac of 
Douglas is exposed in its entirety. The uterine 
pedicles are seized, cut between Kocher clamps, and 
ligated. The breach in the peritoneum is easily 
closed when the two surfaces are approximated. 
This suture should be as high as possible. 

Colpectomy.—A median longitudinal incision is 
made down the entire length of the mucous mem- 
brane of the anterior vaginal wall and the mucosa 
gently separated upward along the plane of cleavage 
to about 1 cm. behind the urethra and laterally 
to its full extent. Below, in the area corresponding 
to the pericervical tissue, the separation is a little 
more difficult and may be accompanied by con- 
siderable oozing which is increased because the 
circular incision has been made close to the cervix. 
To carry this incision further away from the cervix 
might seem a simple expedient to prevent this in- 
convenience, but in practice such an incision might 
endanger the bladder. With the bladder liberated 
and the separation completed on either side, the 
same procedure is repeated posteriorly, a posterior 
median incision being made, and the posterior 
vaginal mucous membrane is separated down to the 
fourchette. Here again the oozing is most abundant 
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near the cervix. The final step consists of resection 


of the vaginal wall, sufficient tissue being left for - 


vertical suture without much traction. 
C. H. Davis. 


Peters, H.: Transverse Stenoses of the Vagina 
(Zum Kapitel der queren Scheidenstenosen). Mo- 
natsschr. f. Geburtsh. u. Gynaek., 1920, li, 363. 


Transverse stenoses of the vagina are of two types, 
congenital and acquired. The latter are usually due 
to ulcerative processes following infectious diseases, 
obstetrical trauma, or gynecological treatments. 
The cause of the congenital type is as yet not clear. 
As a rule there is no evidence of intra-uterine infec- 
tion and it is a question whether the condition is due 
to congenital rests of a solid vaginal cord or to 
agglutination of the walls of a fully developed va- 
gina. It is certain, however, that the congenital 
non-inflammatory stenoses bear a close relation to 
the hymen, and the literature shows that this 
developmental anomaly is frequently associated 
with others. : 

The author reports six cases in which there was 
no history of an infection or obstetrical trauma (all 
the patients were primipara) and no evidence of 
other developmental anomalies. In five cases the 
stenosis was in the lower third of the vagina directly 
under the hymen. 

The walls of a congenitally stenosed vagina are 
usually thin and therefore hemorrhage is quite 
common after coitus or labor. The bleeding may be 
arrested easily, however, by light tamponade. The 
chief danger consists in the fact that during expul- 
sion of the child in labor the lacerations are torn 
further, severe hemorrhage may result, and, because 
of the extensive wound, there is greater chance of 
infection. 

For more fleshy stenoses the author recommends 
prophylactic discision or excision of the obstruction. 

The prognosis is usually favorable even though, 
according to Neubauer’s statistics based on 1,000 
cases (including 303 cases of parturient women, 23 
of whom had a Porro operation, 35 a conservative 
section, and 245 a normal labor) the mortality was 
1o per cent. Even today, however, the stenosis 
may recur, necessitating operative interference or 
dilatation in later labors. Labors without com- 
plications, therefore, are in the minority. 

A. RosenBurcG (Z.). 


Proubasta, F.: A Case of Acquired Vaginal Stric- 
ture (Un caso de estrechez vaginal adquirida). 
Rev. espan. de med. y cirug., 1920, li, 525. 

The author’s patient was 24 years of age. The 
external genitalia were normal. The examining 
finger introduced into the vagina was stopped at a 
distance of 4 cm. by an obstruction on the left side 
formed by the vaginal walls. The stricture could be 
passed by a fine sound. The history disclosed that 
the condition was due to an infantile vaginitis and 
was analogous to hemorrhagic stricture in the male. 
Obstruction to uterine drainage had caused an 


endometritis. Excision of the strictured tract was 
possible but not expedient as it would leave a scar 
which, if the patient became pregnant, could not be 
cleared by a foetal head. 

On more detailed examination the author found 
a congenital cervicovaginal band extending from 
the anterior surface of the cervix to the left wall of 
the vagina. 

Proubasta treated the case by digital dilatation 
with the two crossed index fingers. Subsequently 
the patient gave birth without difficulty to a living 
child weighing 3 kilos. 

The author draws the following conclusions: 

1. When an infantile vaginitis resists treatment 
the presence of a stricturing band should be con- 
sidered. 

2. Dilatation may be an efficient method of 
treating acquired vaginal strictures even when the 
lumen is extremely small. 

3. One hand alone is insufficient to dilate a 
stricture. If the fingers can reach the ischiatic 
spines the dilatation is sufficient to permit birth. 

W. A. BRENNAN. 


Stevens, W. E., and Heppner, M.: Gonorrhoea of 
the Lower Genito-Urinary Tract in Women, 
with Special Reference to the Glands of Barth- 
olin. J. Am. M. Ass., 1920, xxv, 1477. 


The author found chronic gonorrhoeal infection 
in 1,496 of 3,439 examinations (approximately 43.5 
per cent). In the first 2,375 cases the diagnosis of 
gonorrhcea was based on the detection of the organ- 
ism in the smears ora double plus or triple plus com- 
plement fixation test, together with characteristic 
clinical findings. It is probable that many cases 
were overlooked even when repeated examinations 
were made as the difficulty of detecting gonococci 
in women, especially in chronic infections, and the 
fallibility of the complement fixation test in its 
present form are universally recognized. 

In the last 1,064 examinations positive clinical 
findings were usually considered sufficient evidence 
of gonorrhoea. The correctness of this assumption 
was confirmed by the discovery of the gram-negative 
organisms in approximately 95 per cent of these 
patients at some time during their stay in the hos- 
pital. The infection was located in the cervix in 
approximately 47 per cent, in the urethra in 32 per 
cent, and in one or both Bartholin glands in 23 per 
cent. Smears were never positive in the absence of 
infection of the cervix. In the presence of cervical 
infection the complement fixation test for gonor- 
rhoea was positive in approximately 59 per cent, in 
urethral infection in 23 per cent, and in bartholinitis 
in 19 per cent. In the last 50 cases examined, how- 
ever, the complement fixation test was positive in 
every instance regardless of the location of the infec- 
tion. The same type of antigen was used in all. 

The author examined the Bartholin glands with 
the X-ray, using a 50 per cent suspension of barium 
sulphate in liquid petrolatum. This mixture is 


readily injected through a No. 19 Luer needle, the 
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end of which has been blunted. Following the in- 
‘jection of from 1 to 1.5 c.cm., roentgenograms were 
made on dental films inserted into the vagina. 

Even in the presence of patent ducts, it is impos- 
sible to obtain roentgenograms of the small, sclerosed 
glands resulting from chronic infection. Treatment 
by injections of a number of different solutions, in- 
cluding acriflavine and mercurochrome, proved of 
little or no value, and these were therefore discarded 
in favor of excision which is without question the 
procedure of choice in all acute and chronic patholo- 
gic conditions of the glands of Bartholin. The au- 
thors describe their technique and draw the follow- 
ing conclusions: 

Gonorrhcea in women occurs more frequently 
than is generally supposed, and should be accorded 
more attention than it has heretofore received. 

The persistence of gonorrhoeal urethritis is usually 
due to glandular involvement or strictures at the 
meatus or within the canal. 

Strictures of the urethra are common especially 
at the meatus, and should receive treatment. 

The ducts and glands of Bartholin are frequently 
infected by the gonococcus. 

Injections are of little value in the treatment of in- 
fected glands. 

Urethral glands must be destroyed and Bartholin 
glands excised. 

The entire Bartholin gland must be removed; 
otherwise, abscess formation is apt to occur. 

Neither the absence of demonstrable gonococci 
nor occlusions or strictures of the ducts are contra- 
indications to the removal of the glands of Bartholin. 

E. L. CorNeELL. 


MISCELLANEOUS 


Mock, H. E.: Gynecological Problems in Industrial 
Medicine. Am. J. Obst. &Gynec., 1920, i, 131. 


For efficiency, an industrial health department 
should include the following activities: 

1. The prevention of disease and accidents by: 
(1) a study of the nature of the work, the possibil- 
ities for occupational diseases, and methods of 
preventing them; (2) safety methods, educational 
campaigns, and a study of every cause of injury 
in order to prevent. new accidents; (3) industrial 
sanitation including the home conditions of the 
workers, the removal of dust, gases, etc., ventilation, 
illumination, eating places, sewerage and garbage 
disposal, cleaning, care of toilets and cuspidors, 
etc.; and (4) a study of the physical condition of 
employees as related to their occupation. 

2. The supervision of the health of employees 
by: (1) a physical examination of all applicants for 
work in order that employees may be placed 
according to the formula, “physical qualifications 
plus occupational qualifications equal the job’’, 
and again that those who cannot be employed 
with safety to themselves, to others, or to property 
may be eliminated; (2) a physical examination of 
old employees at stated intervals or whenever 
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indicated; (3) health talks to individuals and groups 


‘ and personal advice; (4) the development of proper 


habits of exercise, bathing, diet, etc. among the 
employees. 

3. Adequate medical and surgical care by: (1) 
supervision of the type of medical care received 
from outside physicians; (2) the provision of proper 
medical care for certain types of cases; (3) the pro- 
vision of the best surgical service for all injured 
employees. 

4. Nursing service by the provision of trained 
nurses to assist the plant physician, to render cer- 
tain forms of first aid, to see that the sick employees 
receive proper care, to assist by certain nursing 
duties, and otherwise to show the friendly interest of 
the employer in the sick employee. 

The practicability of examining female employees 
has been demonstrated in a number of large in- 
dustries throughout the country. Some of these 
employ women physicians and subject every girl 
employee to a complete examination but in the 
majority only a partial examination including the 
head, neck, and chest is given. Careful history tak- 
ing and questioning usually reveal abdominal or 
pelvic symptoms which indicate a more thorough 
examination. Before the pelvic examination is 
made the consent of the parent or some relative 
should be obtained. The examination should 
always be made in the presence of a nurse, and in 
the cases of virgins, under nitrous oxide anesthesia. 

There can be no greater aid to efficiency in 
an industry than a properly located, adequately 
equipped rest room, especially where girls and 
women are employed. In visiting numerous con- 
cerns the author often found that the rest rooms 
provided for the girls are located in some dark, 
out of the way corner or are part of the equipment 
of the toilet rooms. Wherever women are employed, 
clean, airy rest rooms removed from excessive 
noise should be provided. They should be furnished 
with single beds, instead of hard cots, clean pillows 
and sheets, and warm blankets. A nurse or some 
qualified matron should be in charge. The beds 
should be separated with screens to furnish privacy. 
The room should be kept cool and well ventilated 
and its appearance should be restful. 

For every five hundred girls employed there 
should be at least five toilets. Bubbling fountains 
should be located near the working places. The toilet 
rooms should be kept clean and well ventilated. 
Washing facilities should be in the same or an 
adjoining room. Receptacles for refuse and supplies 
of sanitary napkins should be provided. 

High-heeled shoes, loose skirts, and flowing 
sleeves are hazardous in occupations about machin- 
ery. During the war one state factory inspector 
found that in a large industry where the men had 
been largely replaced by women employees there 
was a 50 per cent increase in the number of fractures 
as compared with the year before. He claimed that 
in 75 per cent of these cases high-heeled shoes were 
responsible for the accident. 
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From an analysis of fifteen thousand cases of 
absence from work on account of sickness it was 
found that headache was the cause of 24 per cent, 
and dysmenorrhoea the cause in 18 per cent. The 
author discusses the two conditions at some length. 

The most common medicolegal gynecological 
condition complained of by employed women as 
the result of injuries sustained is backache asso- 
ciated with pelvic disorders, displacements of the 
uterus, miscarriages, and dislocation of the coccyx. 

C. H. Davis. 


Nuernberger, L.: Experimental Investigations of 
the Dangers of Raying as regards Fertility 
(Experimentelle Untersuchungen ueber die Gefah- 
ren der Bestrahlung fuer die Fortpflanzung). Prakt. 
Ergebn. d. Geburtsh. u. Gynaek., 1920, viii, 163. 


The author endeavored to determine the effect of 
actinotherapy (X-ray and radio-active substances) 
upon the germ cells of the testicle and ovary and 
especially on the offspring of those treated by radia- 
tion. His conclusions are as follows: 

The changes in the testicle due to raying consist 
primarily in injury of the semen-producing epithelial 
layer. They are most severe in thé elements form- 
ing the seminal secretion. The fully developed 
spermatozoa are very resistant to the rays. Epithe- 
lium not completely destroyed has considerable 
regenerative power. 

The ovary is affected most in the germinal epithe- 
lium but here there is no regeneration of the specific 
germinal tissue. After recovery the gland functions 
only through the follicles not destroyed. 

The question as to whether raying of the testicle 
and ovary may be the cause of a pathologic con- 
dition or subnormality of the offspring is to be 
answered in the negative. In spite of numerous 
variations in his experiments the author was never 
able to produce any deviations from the normal in 
the offspring of the animals rayed. Even on further 
breeding of these animals he was unable to demon- 
strate any injury of, or deviations in, the genital 
organs. Occasionally it was shown that the specific 
cells were not killed immediately but that the power 
of fertilization persisted for about twenty-four 
hours longer. The offspring of even this latent period 
were perfectly normal. After this latent period fer- 
tilization was usually no longer possible. If the 
raying did not lead to permanent sterility and if 
regeneration of the glands occurred, perfectly nor- 
mal offspring were born. 


Observation of clinical cases has not revealed a 
single instance of injury to the offspring due to radia- 
tion. Therefore patients with myomata and hemor- 
rhagic metropathies who have not reached the 
menopause may be rayed until temporary steriliza- 
tion has occurred without danger. Harms (Z). 


Rolando, S.: Operation for the Removal of a For- 
eign Body Which Entered the Peritoneum by 
the Genital Route (Intervento operativo per 
corpo estraneo nel peritoneo penetrandovi dalle vie 
genitale). Riforma med., 1920, xxxvi, 984. 


Cases in which foreign bodies have entered the 
peritoneum by uterine or vaginal perforation and 
have been tolerated there are not very common. 

The case described by the author was that of a 
woman 30 years of age. On examination a small 
painful tumefaction was found in the lower left 
quadrant of the abdomen. The pain increased and 
became paroxysmal on pressure or change of posi- 
tion. The mass was hard, fixed, and tympanitic. 
The uterus and adnexa appeared normal, but on 
exploration a hard cord could be felt which was con- 
tinuous with one part of the tumorous mass in the 
left iliac fossa and extended toward the right iliac 
fossa. A radiograph showed no stenosis in the 
descending or pelvic colon. 

Diagnosis was reserved until the woman con- 
fessed that an attempt at abortion had been made 
by a midwife about three months before by the 
introduction of a long catheter into the vagina. 
The catheter, which had been left im situ, had 
escaped but its disappearance had been followed by 
only a slight hemorrhage. 

A laparotomy was performed, a median incision 
being made below the umbilicus. The catheter had 
penetrated the cecum for about 5 cm. on the right 
side and was found surrounded by omental adhe- 
sions. The uterus did not show any scar. After the 
removal of the catheter and suture of the cecum 
the omental mass was left undisturbed. The woman 
made a good recovery. On examination six months 
later it was found that the inflammatory omental 
mass had completely disappeared. 

In the author’s opinion the catheter did not 
rupture the uterus, but was pushed directly into the 
Douglas sac, where it became fixed and embedded in 
the omentum. Penetration of the cecum occurred 
subsequently. The entrance of feces into the peri- 
toneum was prevented by the strong adhesions. 

W. A. BRENNAN. 
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OBSTETRICS 


PREGNANCY AND ITS COMPLICATIONS 

Albeck: The Vomiting of Pregnancy and Its Re- 
lation to the Thyroid Gland (Recherches sur 
les cas de vomissements dans la gestation en rapport 
avec la glande et la grandeur du corps thyroide). 
Gynec. et obst., 1920, ii, 47. 

Of 1,707 pregnant women questioned by the 
author, 1,157 stated that they had suffered from 
vomiting. In 358 cases the date at which the vomit- 
ing began after the last menstruation was known, 
the period varying from eight days up to the end of 
pregnancy. In the author’s opinion this vomiting 
is not of nervous origin, although simple cases of vom- 
iting may be aggravated by nervousness. Simple and 
uncontrollable vomiting and vomiting associated 
with icterus and neuritis are due to toxemia of 
pregnancy. 

Albeck has found a constant relation between the 
size and consistency of the thyroid gland and the 
intensity of the symptoms; women with large soft 
glands do not vomit during pregnancy while those 
with small hard glands always vomit. During preg- 
nancy there is often an increase in the size of the 
gland. These statements are based on the examina- 
tion of the thyroids of 1,581 women twenty-four 
hours after delivery. W. A. BRENNAN. 


Hendry, R. A.: Pregnancy and Latent Syphilis: 
I. The Inter-Relationship between Pregnancy 
and Syphilis. Lancet, 1920, cxcix, 986. 


In the cases presented by the author the syphilis 
was latent in that there were no active clinical 
symptoms or signs of syphilis apart from the effect 
on pregnancy. These cases were collected from 
records covering the period from 1916 to 1920 in 
the ante-natal clinics in Liverpool. 

Hendry divides his evidence into (1) clinical, and 
(2) laboratory. Clinical evidence consists of a 
history of infection and past obstetrical history. The 
laboratory evidence is divided into the Wassermann 
test and the examination of the foetus and placenta. 
The case reports are illustrated by a rather ingenious 
diagramatic chart of abortions, stillbirths, deaths 
of new-born infants, later deaths, surviving chil- 
dren, and Wassermann reactions. The author relies 
for the most part on the Wassermann reaction and 
believes that a Wassermann reported positive in any 
degree justifies the institution of anti-specific 
treatment. Of 348 reactions, 173 were “positive” 
and 175 negative. 

Treatment should be begun as early as possible; 
the best results are obtained in the cases of patients 
treated prior to pregnancy. Treatment with gray 
oil injections was abandoned in favor of hydrargy- 
rum cum creta, 1 gr. three times a day by mouth. 
Arsenic compounds were not given. 


The author feels that the following conclusions 
are justified: 

1. The clinical evidence of syphilis is unreliable. 

2. The Wassermann reaction is the test by which, 
at present, the diagnosis must usually be made. 
A negative or a slightly positive reaction may be 
obtained in syphilis during pregnancy, and a positive 
reaction may occur even in the case of a non-syphi- 
litic person. 

3. The examination of stillbirths, etc. furnishes 
reliable but, at present, insufficient evidence. 

4. The institution of mercurial treatment before 
pregnancy justifies a favorable prognosis as regards 
the foetus. 

5. When treatment is begun during the pregnancy 
the prognosis depends on the unknown and already 
present degree of infection of the foetus. 

R. D. Mussey. 


Routh, A.: Pregnancy and Latent Syphilis: II. 
Spirillolysis and Its Causation. Lancet, 1920, 
cxcix, 988. 


The mature spirochete is known to break up by 
spirillolysis into “granules,” generally by trans- 
verse division. That these granules have the power 
to infect was proved by Noguchi at the Rockefeller 
Institute. Spirillolysis during pregnancy is caused 
by syncytial toxins (chorionic ferments) which 
develop very early and continue their action during 
pregnancy. These ferments are intended for 
trophoblastic purposes to facilitate the burrowing 
of the fertilized ovum into the uterine mucosa at 
the placental site. Their excessive action is in turn 
apparently controlled or neutralized by the so-called 
“syncytio-lysins” as the result of the trophoblastic 
action on the maternal tissues. 

The syncytial toxins which remain in the maternal 
blood fifteen days postpartum also have the power 
of rendering the granules partially or wholly in- 
active, a fact which accounts for the previously 
unexplainable latency of syphilis during some 
pregnancies and the negative Wassermann reactions 
which become positive some weeks after delivery. 
Similarly the granules may be destroyed entirely 
in the foetus or only held in check. In the former 
instance, the child will show no evidence of syphilis 
but in the latter it may give a negative Wassermann 
reaction at birth and a positive reaction some 
weeks later. 

The power sometimes possessed by the chorionic 
ferments to destroy the granules absolutely would 
bear out Colles’ law which is founded on the fact 
that women infected before or during the course of 
their pregnancy cannot be re-infected. 

Gibbs in 1917 stated that he had never known a 
positive reaction in a congenital syphilitic to become 
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negative after treatment. The treatment of syphilis 
in the pregnant woman, therefore, has two objects: 
to cure the mother and to prevent the child from 
being a congenital syphilitic. The author believes 
congenital syphilis may be prevented by proper 
facilities for diagnosis and efficient and sufficiently 
prolonged treatment of the mother and child. 
R. D. Mussey. 


Adams, J.: Pregnancy and Latent Syphilis: III. 
Results of Three Years’ Treatment of Syphilitic 
Mothers and Babies. Lancet, 1920, cxcix, ggo. 


The author cites the cases of 95 mothers with 
syphilis who were treated during a three-year period. 
Most of the patients were treated first at the sixth 
month of pregnancy. In every case there was either 
clinical evidence of syphilis or a positive Wasser- 
mann reaction. 

If the mother’s Wassermann test can be brought 
to negative or doubtful at the time of her confine- 
ment, the baby will exhibit no signs of syphilis, but 
if the mother’s reaction is positive or strongly 
positive, the baby’s reaction will probably be posi- 
tive also. None of the babies with negative reactions 
has since given a positive reaction or developed 
signs of syphilis. 

If a pregnant woman with either active or latent 
syphilis is treated for three or four months before 
her confinement, she will probably be delivered of a 
healthy child at full term. R. D. Mussey. 


Newell, F. S.: The Treatment of Pregnancy and 
Labor Complicated by Cardiac Disease. Am. J. 
Obst. & Gynec., 1920, i, 179. 

The patient with cardiac disease who becomes 
pregnant must be regarded as a relatively unfavor- 
able risk even under the best conditions. Before 
considering the methods to be adopted in the care 
of the individual case certain facts must be recognized 
if the patient is to be given the best chance for a 
favorable result: 

First, whatever the nature of the cardiac lesion, 
the increased strain which pregnancy and labor un- 
avoidably impose on the damaged heart must dimin- 
ish the cardiac reserve to a certain extent and thus 
to a greater or less degree shorten the patient’s life. 

Second, it is impossible to estimate accurately the 
extent of the damage which will result to the heart 
from the strain of pregnancy, even under the best 
conditions, in spite of the most careful consideration 
of all the factors present in the individual case. 
There are no accurate means of determining the 
effect of the pregnancy on the heart and it is ex- 
ceedingly difficult to formulate an accurate prog- 
nosis for the given case. As a rule, a patient other- 
wise in good health, without a history of previous 
decompensation and with presumably sound heart 
muscle may be advised that in all probability she 
may undergo pregnancy with an excellent chance of 
an immediately successful result if she remains under 
proper supervision, but that the strain on the heart 
will cause some damage which will ultimately short- 


en her life, though to what extent it is impossible to 
predict accurately. 

If a patient with mitral stenosis or aortic disease 
has never had symptoms referable to the heart (at 
least of a severe character), and the heart is per- 
forming its work properly when she comes for ad- 
vice, such a patient should be placed on a definite 
routine to remove all possible strain from the heart 
and the pregnancy should be allowed to go on under 
close observation, interference being advisable only 
when symptoms develop. 

If abortion seems indicated the method of opera- 
tion is of considerable importance. Unless the 
patient’s condition is such as to contra-indicate an 
abdominal operation an abdominal hysterotomy is 
best. Sterilization should be performed at the same 
time to obviate the danger of future abortion. 

It is little more dangerous. if any, for a patient 
with a bad heart to be delivered in this way than to 
have the uterus emptied from below. 

Cesarean section at term and earlier under local 
anesthesia is the most satisfactory method for 
patients whose cardiac condition contra-indicates 
the use of a general anesthetic. ° 

In the cases of patients with mitral regurgitation 
which has never caused any symptoms the only pre- 
caution necessary is to prevent the strain of the 
second stage of labor by prompt delivery as soon 
as the cervix is fully dilated. 

The same principles should be followed for pa- 
tients who are believed to have myocardial change 
although no definite heart lesion can be demon- 
strated. The condition of the heart muscle is even 
more important than the presence of a valvular 
lesion, and in the cases of patients who are suffering 
from symptoms suggesting myocarditis, either acute 
or chronic, all possible strain should be taken from 
the heart. This is best accomplished by abdominal 
delivery at a fixed date. E. L. Cornett. 


Haag, M. D.: Report of a Case of Encephalitis 
Lethargica in a Pregnant Woman, with Autop- 
sy Findings. J. Michigan State M. Soc., 1920, xix, 
483. 

The author’s case occurred early in the year 1919 
when very few cases of encephalitis lethargica had 
been reported in this country and was among the 
first in which the condition was a complication of 
pregnancy. On this account it presented numerous 
difficulties from the standpoint of diagnosis. 

When the patient first began to complain of nausea 
and vomiting, the possibility of toxemia of preg- 
nancy was considered, but the urinary findings of 
toxemia and jaundice were absent and the blood 
pressure was normal. 

At no time throughout the entire course of the dis- 
ease were there any signs which would indicate a 
threatened abortion in spite of the fact that the tem- 
perature rose as high as 104 degrees. The foetus 
remained alive until the day the patient died. 

The occurrence of encephalitis lethargica as a 
complication of pregnancy is evidently infrequent. 
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Its mortality under such conditions is 63 per cent. 
The prognosis is most unfavorable when the tem- 
perature is high. The disease does not tend to cause 
the death of the foetus and it does not seem to predis- 
pose to abortion. Most patients with the disease, if 
they live sufficiently long, carry their babies to term 
and the labors are quite apt to be painless and asso- 
ciated with very little shock. Whether or not the 
pregnancy complicating the encephalitis has any- 
thing to do with the high mortality rate must be 
determined when a greater number of cases have 
been reported. E. L. Cornett. 


Maury, J. M.: Abdominal Pregnancy with Foetus 
Alive at the Time of Operation: With Résumé 
of Cases. Surg., Gynec. & Obst., 1920, xxxi, 523. 

The author has collected from the literature the 
reports of 29 cases published between 1909 and 1918. 
The diagnosis was made before operation in 18 (62 
per cent). It is pointed out that it is highly desir- 
able that ectopic pregnancies be recognized and 
operated upon at the time of primary rupture as 
only in this way may the number of advanced ab- 
dominal pregnancies be reduced to a minimum. In 
the cases operated upon the maternal mortality 
was 24.6 per cent and in nearly every case the death 
was due to hemorrhage, sepsis, or both. Of the 
children born alive, 45.7 per cent died within three 
or four days and 26.6 per cent were deformed, the 
deformity usually being some type of talipes due to 
pressure. 

In 26.9 per cent of the cases there was a history 
of primary rupture. Considering the fact that 
primary abdominal pregnancy is rare and therefore 
that practically all cases must be due to tubal rup- 
ture or tubal abortion, it would seem that these 
figures are rather low, but when the number of cases 
undiagnosed or wrongly diagnosed at the time of 
primary rupture is borne in mind, they do not seem 
so far wrong. Large numbers of cases show evidence 
of toxemia. In over 80 per cent pain was the most 
prominent symptom, and was associated with nau- 
sea and vomiting and followed by faintness and syn- 
cope. In nearly half of the cases there was irregular 
bleeding from the uterus. 

In most cases the placenta was attached to the 
pelvic organs: the uterus, broad ligaments, tubes, 
pelvic wall, small intestines, and sigmoid. In 2 
cases it was attached to the liver. In several it 
was attached by a pedicle and could be ligated in 
the same way as a pedicled ovarian cyst. The mor- 
tality was to per cent when the placenta was re- 
moved, and 4o per cent when it was left or removed 
only partially. From the histories given it would 
seem that the size of the uterus is variable, prob- 
ably depending upon the attachments and blood 
supply of the placenta. 

The treatment of cases so nearly normal that the 
condition is not recognized until after spurious 
labor with failure of delivery is immediate operation. 
Operation is indicated also in cases with constant 
pain, attacks of syncope, hemorrhage, or toxemia. 
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When the condition is recognized but the com- 
plaints are of minor importance and the woman 
would probably go on to term without serious mis- 
hap an operation is indicated in the interests of the 
mother if she is seen before seven and one-half months 
but if she is seen after that time, provided she can be 
kept under close observation, operation should be 
deferred until after the death of the child. 

The advisability of removing the placenta must 
be decided by the operator on the requirements of 
the individual case. If it has a pedicle-like attach- 
ment the removal is simple. If it grows from organs 
which may be removed, it should not be separated 
from them but both should be removed en masse. 
The greatest difficulties are encountered in cases in 
which the placenta has developed on the liver or the 
mesentery or is adherent to the pelvic wall. These 
are cases which tax one’s judgment in the decision 
for or against removal and one’s ingenuity in con- 
trolling hemorrhage. C. H. Davis. 


Duehrssen, A.: Twenty-Five Years of Vaginal 
Caesarean Section (Fiinf und zwanzig Jahre 
vaginaler Kaiserschnitt). Berl. klin. Wehnschr., 
1920, lvii, 752. 


While in 1895 Duehrssen recommended vaginal 
cesarean section with only one anterior vaginal- 
uterine incision for premature delivery, he now re- 
commends the double incision as the method of 
choice for delivery at term. Technically the double 
incision is more simple than the single incision and 
is not associated with such a severe hemorrhage be- 
cause it does not extend so high into the portions of 
the uterus which are rich in blood vessels. The 
posterior incision need be only 4 or 5 cm. in length 
and therefore opening of the Douglas can surely be 
avoided. The bleeding from the uterine incisions 
causes no serious difficulty, especially if the incisions 
are made quickly and the hand is inserted to perform 
version. ‘The incisions are compressed until no 
more blood is present and bleeding therefore does 
_ begin again until after the extraction of the 
child. 

The author states that the Rissmann aortic com- 
pression apparatus and the Sehrt aortic clamp effect 
hemostasis well but that he has no experience with 
them. If Crédé expression is unsuccessful, the 
placenta is separated manually. In atony of the 
uterus tamponade with iodoform gauze is employed, 
the tampon being removed in from ten to twenty-four 
hours. 

Among the indications for the vaginal cesarean 
section the author first mentions eclampsia for which 
condition he suggested the procedure in 1895 and 
still employs it today. This causal treatment — the 
interruption of the pregnancy as the cause of the 
toxemia — the author considers ideal when it is as- 
sociated with venesection. He recommends the 
vaginal cesarean section also in cases of placenta 
previa as an incision for the introduction of the 
metreurynter but only for cases in which, after the 
insertion of the metreurynter, the child’s life would 
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be endangered and the bag would not be easily re- 
moved. In the cases of primipare with low position 
of the head and effaced cervix the author does not 
use the metreurynter incision. In such instances 
he splits the posterior cervical edge as far as the 
position of the head will permit, then divides the 
anterior edge, extending the incision about 2 cm. 
to the anterior vaginal wall, pushes the bladder up, 
and divides the exposed cervix about 2 cm. further. 
Forceps extraction completes the delivery. For the 
closure of the vaginal and uterine incision one suture 
is sufficient. Duehrssen does not recommend the 
vaginal cesarean section in cases of miscarriage as 
much simpler methods usually suffice. Gestation 
encephalitis with fever, loss of consciousness, and 
cataleptic phenomena is a new indication advanced 
for the operation. 

According to the author there are definite and safe 
extraperitoneal methods in which, by the vaginal 
route alone or combined with a flank incision, 
delivery of a living child can be effected without pre- 
liminary labor pains. Crete (Z). 


Kickham, C. J.: Ruptured Uterus in a Previously 
Cezesareanized Patient; with the Report of a 
Case Where the Foetus Remained Intact within 
the Membranes Following Rupture. Boston 
M. & S.J., 1920, clxxxiii, 602. 


The author reports a case of rupture of the uterus 
occurring in a para-iii aged 27. The patient’s family 
history was negative. In May, 1917, a cesarean 
section was performed for eclampsia and a dead 

_ baby was delivered. In June, 1918, a living baby 
was delivered by a second cesarean section. Both 
of the operations were done at a private hospital and 
were followed by a normal convalescence. 

The patient came under observation when about 
four months pregnant. Frequent examinations 
showed all functions to be normal and the abdominal 
scar to be in good condition. The uterine scar felt 
firm. During the progress of pregnancy the abdomen 
enlarged normally and without abnormal symptoms. 

About four hours previous to the operation the 
patient had eaten a hearty meal, including several 
hot biscuits. Occasionally these had caused vomit- 
ing and therefore when about half an hour later she 
had a cramp in the lower abdomen and vomited, 
she assumed it was due to this meal. The author 
saw her one-half hour later. At that time she was 
not suffering great pain, complaining only of a 
“severe cramp.” Vomiting, which occurred once, 
was associated with a feeling of “‘irritation”’ over 
the whole lower half of the abdomen and a constant 
desire to urinate. 

At examination, the patient looked well and was 
laughing. Her color was excellent, her pulse 75, of 
good quality and regular, and her temperature 
98.4 degrees F. The uterus could apparently be 
made out but not with a degree of certainty con- 
sistent with normal conditions. The uterine wall 
seemed lax and yet this wall seemed to enclose the 
foetus. The foetus itself could be palpated with 


more than usual ease but not more so than in many 
cases in which the patient had had repeated preg- 
nancies. It was not very freely movable and when 
pushed to one side or the other returned as in 
normal abdominal ballottment. No foetal heart 
tones were heard but the patient said she felt 
movements. There was no vaginal discharge. 

A median abdominal incision was made following 
the line of the previous skin scar. On opening the 
peritoneum fresh blood welled out of the wound. 
Exploration showed the foetus still within its intact 
membranes and the placenta free in the abdominal 
cavity. The foetus was delivered through the 
abdominal wound before the membranes ruptured. 
The uterus was found contracted down into the 
pelvis to about the size of a large grapefruit and 
showed a triangular rent on its anterior wall. The 
broad ligaments and vessels were ligated in the 
usual manner and a supravaginal hysterectomy was 
done. A drain was inserted into the pelvis and the 
peritoneum and abdominal wall were closed in 
layers around it. In all, about 10 oz. of fresh blood 
were free in the abdominal cavity. 

The patient made an uneventful recovery as far 
as the abdominal condition went, but on the fourth 
day developed a phlebitis of the left leg which 
became very marked and caused much pain and a 
septic temperature. She was discharged at the end 
of three weeks in good condition. The baby 
weighed 4 lb., 7 oz. 

In general the rupture followed the site of the scar 
of the previous operation on the right side. This old 
scar measured 9 cm. in length. The second scar was 
about 2 cm. to the left of the first one. The placental 
site was in the fundus, the area involved by the 
greater part of the rupture. The thickness of the 
uterine wall was between 2 and 3 cm. except at the 
site of rupture where it was between .5 and .7 cm. 

E. L. Cornet. 


LABOR AND ITS COMPLICATIONS 


Demelin, L.: The Muscles Involved in Parturition 
and Their Insufficiency at the Time of De- 
livery (Les muscles parturients et les divers modes 
de leur insuffisance au moment du travail). Rev. 
frang. de gynéc. et d’obst., 1920, xv, 290. 


Insufficiency of the muscles involved in parturi- 
tion is habitually described by the term “‘inertia”’ and 
as ‘primary”’ or ‘‘secondary”’ according to the degree 
of advancement of the labor. In some cases, however, 
the condition is due to lack of muscular tone, while 
in others its cause is insufficiency of the uterine con- 
tractions. Inertia always expresses insufficiency or 
arrest of contraction. 

Efficacious action of the uterus is dependent upon 
the difference between the intensity of the con- 
tractions and the tonicity in the uterus in the in- 
tervals between the contractions. That is, it depends 
upon the excess of the vigor of contraction over the 
tonicity. 

In the first period of labor inertia is called primary 
and results from: (1) insufficiency of excitation of 
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the uterine muscle; (2) insufficiency of excitability 
of the muscle; or (3) a transitory or definite func- 
tional impotence dependent upon some anatomical 
or biochemical state of the contractile fibers. 

Among the causes responsible for insufficiency of 
muscular excitation may be cited abnormal ad- 
hesion of the inferior pole of the ovum to the internal 
orifice, agglutination of the external orifice of the 
cervix, and elevation of the foetal part so that it is 
distant from the internal orifice and the inferior seg- 
ment. 

Among the circumstances in which the excitability 
of the uterine muscle fails are artificial and pre- 
maturely invoked labor in a primipara and the “‘te- 
dious” labor of well-formed primipare, the older 
the woman the greater the danger of serious com- 
plications. 

Primary inertia affects principally the time of 
dilatation and has little relation to hemorrhage. 
Except in complicated cases it demands only patience 
and care of the membranes. Secondary inertia is 
quite different. Dilatation is effected without delay, 
but there is some obstacle to expulsion and when 
this obstacle is situated high there is risk of 
uterine rupture. When the presentation has already 
engaged the pelvis, exhaustion follows an exaggerat- 
ed effort and hemorrhage may result. One variety of 
this type of inertia is due to weakness of the ab- 
dominal girdle, and in such cases the application of 
a band, uterine expression, the use of the forceps, 
and the administration of oxytocics such as hy- 
pophyseal extract are indicated. W. A. BRENNAN. 


Davis, E. P.: The Complete Forceps Operation.: NV, 
York M.J., 1920, cxii, 756. 


If the histories of patients who had had bad de- 
liveries followed by worse recovery, usually in pri- 
vate practice, were analyzed it would be found that 
in many cases the circumstances were essentially 
as follows: 

The mother failed to deliver herself and assistance 
was required. With the help of a trained nurse 
only or possibly without such assistance, the attend- 
ing physician anesthetized the patient and de- 
livered her by forceps. There was more or less 
laceration, for which an attempt at repair was made. 
The child was injured somewhat, but apparently 
no permanent results followed these injuries. Con- 
valescence was prolonged and, while the mother 
nursed her child, her recovery was not complete. 
Some time afterward it was found that there had 
been a considerable tear of the cervix which had not 
completely healed, and that the repair of the pelvic 
floor and perineum had not been entirely successful. 
A secondary operation was therefore necessary and 
between one and two years passed before the 
woman even approached her previous health. In 
other cases there is the distinct history of postpartum 
hemorrhage after such delivery, or of well-defined 
puerperal septic infection. 

The poor result was due to two factors. One was 
delay in delivery; the other, inadequate appliances; 
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insufficient assistance, and an incomplete and non- 
surgical operation. The circumstances were such 
that an aseptic technique was impossible. 

In his discussion of the measures by which better 
results may be obtained the author states that most 
important in all discussions relative to obstetrical 
practice is the question as to whether obstetrics 
should be put on the same professional level as sur- 
gical practice. When cases of abnormal labor are 
treated in hospitals or the obstetrician takes to the 
private house the equipment necessary for good 
work, then and then only will there be substantial 
improvement. In suggesting what can be done in 
this matter, Davis advances no theory. 

It is most important that signs of approaching 
exhaustion be detected by the nurse and the physi- 
cian before the patient reaches a point where haste 
may be necessary. Medical teaching should empha- 
size this fact. 

A thorough examination of each patient and a 
careful and complete history will show the shape 
and size of the birth canal, the strength and develop- 
ment of the mother, and the approximate size of the 
child. The forceps delivery is never attempted 
unless the head is well engaged and the birth canal 
dilated or practically dilatable. In operating in 
private houses matters of aseptic technique can 
readily be managed. It is especially important that 
a competent anesthetist and an additional nurse 
be at hand. Ether-oxygen is the anesthetic of 
choice. 

Attention is directed by the author also toward 
measures necessary after the delivery of the child. 
Sufficient time should elapse after the birth before 
an attempt is made to deliver the placenta. The 
uterus having been emptied, strychnine and aseptic 
ergot should be given by hypodermic injection. 
The uterus should be irrigated with 1 per cent lysol 
solution and thoroughly packed with 10 per cent 
iodoform gauze. Following the introduction of the 
gauze, the cervix should be drawn down by tena- 
culum forceps and inspected. If it has been torn, 
the lacerations should be closed with No. 2 chromi- 
cized catgut. The cervix should then be released, 
the uterus carried forward in the pelvic cavity, and 
the cervix pressed backward by aseptic gauze packed 
in the upper vagina. The uterus should be guarded 
by the hand of the anesthetist. The pelvic floor 
and perineum should then be inspected and any 
lacerations closed. After this the gauze should be 
removed from the vagina and a vaginal douche of 
1 per cent lysol given. A strip of bichloride gauze 
should then be tied to the end of the iodoform gauze 
within the uterus, the cervix carried backward, and 
the uterus put in normal position by this moderate 
vaginal packing of bichloride gauze. A very prac- 
tical question would indicate that such a procedure 
might be followed by septic infection. The author’s 
experience and that of others, however, has shown 
that this is not the case. 

In the after-treatment the gauze should be re- 
moved in from thirty-six to forty-eight hours. If 
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the upper gauze is dry and clean on removal, it is 
unnecessary to irrigate the uterus. After the opera- 
tion tonic doses of strychnine to which some form 
of digitalis may be added, if needed, should be given. 
Under this method pain after delivery is rare. Ex- 
ternal stitches should be removed in from seven to 
Internal catgut stitches are absorbed. 


ten days. 


NEW-BORN 


Bailey, H.: Cranial and Intracranial Birth Injuries. 
4 J. Obst. & Gynec., 1920, i, §2. 


The author calls attention to the fact that a con- 
siderable number of stillbirths and early deaths are 
due to injury to the infant’s head and suggests that 
proper treatment might lessen the early death rate 
in some degree and lower the morbidity among the 
infants which survive. 

In his discussion of the historical aspect on the 
subject Bailey mentions the article written by 
Little in 1861, in which the relation of cerebral 
hemorrhage to paraplegias and idiocy was first 
made clear. 

The first decompression operation on a new-born 
infant was performed in 1877 and reported by 
Boissard. This was done for fracture of the parietal 
bone followed by symptoms of intracranial pressure. 
The result was successful. Cushing in 1905 advo- 
cated the adoption of the same principles of treat- 
ment in the cerebral bleeding of the new-born as in 
that of the adult. He reported four cases so treated, 
in two of which recovery resulted. 

Tweedy in 1908 reported that in cases of spoon- 
shaped depression in the frontal and parietal regions 
he made an incision over the dent in the skull, bored 
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a hole through the bone with a volsellum forceps, 
inserted the sharp end of the forceps, and pulled 
the bone up. 

In many cases there are hemorrhages in other 
parts of the body besides the brain, and death re- 
sults from a condition identical with that known in 
the first week as “haemorrhage of the new-born.” 

Hemorrhages occurring in the small and 
premature infant may be due to the fact that the 
poorly developed cranial bones easily overlap and 
thus cut the veins leading to the longitudinal or 
lateral sinuses or injure the sinuses themselves. In 
cases of parietal bone presentation in which great 
pressure has been exerted the small spoon-shaped 
depression in the bone is very common. 

Fracture of the skull producing hemorrhage 
usually means the rupture of a meningeal vessel. 
The bleeding from the surface of the cortex is often 
held beneath the pia and if it is located near the 
cortical centers may cause considerable damage 
even when it is slight. Hamorrhage into the ven- 
tricles may occur from rupture of the choroid plexus 
and occasionally is not associated with bleeding else- 
where in the brain. 

The author reports 5 cases and gives pictures of 
one of the patients at different stages following an 
operation and a table in which 40 cases of cerebral 
hemorrhage are classified. He concludes that the 
results of decompression operations of the large 
osteoplastic flap type are not good, and that opening 
the coronal suture and inserting a drain is but little 
better. It seems that any method of resuscitation 
which notably increases the pressure in the cerebral 
veins should be discontinued. Mechanical respira- 
tory apparatus to deliver air and withdraw the 
carbon dioxide must be perfected. C. H. Davis. 
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GENITO-URINARY SURGERY 


ADRENAL, KIDNEY, AND URETER 
Cadwallader, J. M., and Brown, A. A.: Movable 
Kidney with Unilateral Nephritis: A Report of 
Two Cases Cured by Operation. J. Am. M. Ass., 
1920, Ixxv, 1252. 

The authors recognize four degrees of renal mobil- 
ity: (1) that in which only the lower pole is per- 
ceptible to the touch — frequently referred to as 
‘palpable kidney”’; (2) that in which the greater part 
of the body, but not the upper pole, may be pal- 
pated; (3) that in which, besides the findings of the 
second variety, the upper pole may be distinctly out- 
lined; and (4) that in which the entire kidney is pal- 
pable and may be freely displaced in the abdomen 
or the pelvis — the so-called “floating kidney.” 

In the first case reported the postoperative course 
was comparatively smooth. The patient remained 
in bed for one month, the urine at this time showing 
a few casts but no albumin or other abnormal con- 
stituents. One month later the patient was in good 
health and the urine was normal. 

In the second case absolute bed rest for six weeks 
was insisted upon. During this period the urine 
became normal and the general condition improved 
decidedly. Three months later the patient was com- 
+ comfortable and the urine remained nor- 
mal. 

In commenting on these cases the authors state 
that while mere mobility of the kidney may be a 
negligible condition, it may also be the cause of 
serious organic trouble; that not every neurotic 
with a movable kidney is to be passed by or treated 
merely for his neurosis; and above all else, that 
every patient with a movable kidney and urine in- 
dicating nephritis should be subjected to ureteral 
catheterization for the separate study of the func- 
tion and excretion of each kidney. Chronic unilat- 
eral nephritis due to mobility of the kidney is cur- 
able. Louts Gross. 


Cecil, A. B.: Abdominal Pain in Diseases of the 
Kidney and Ureter. J. Am. M. Ass., 1920, Ixxv, 
1239. 

Cecil’s study is based on a critical review of 300 
cases in which a complete urological examination of 
the upper urinary tract was made in order to de- 
termine the frequency and distribution of abdomi- 
nal pain in association with diseases of the kidney 
and ureter. 

The classical picture of pain beginning in the 
region of the superior lumbar triangle, radiating to 
the lower abdomen, the genitalia, or thigh, is un- 
doubtedly the most typical picture of renal pain, 
but is often absent. In fact, the pain is often ab- 
— in type and not associated with pain in the 

ck. 


These cases were classified into twelve main groups 
namely, stone in the kidney and ureter, renal tuber- 
culosis, pyelonephritis, hydronephrosis, nephropto- 
sis, pyonephritis, chronic nephritis, congenital mal- 
formations of the kidney, tumor of the kidney, poly- 
cystic kidney, cystitis, and a miscellaneous group 
comprising cases of essential hematuria, cases 
studied for differential diagnosis, various rare con- 
ditions, and those in which the findings were nega- 
ive. 

The group of stone comprised 67 cases. Tables 
were made as to age, the duration of symptoms, the 
histories of cases in which various operations had 
been performed, and the histories of those in which 
an erroneous diagnosis had been made but an opera- 
tion had not been performed. A detailed study 
showed that the position of the stone, whether in the 
kidney or in the ureter, had little bearing on the dis- 
tribution of the pain. A stone in the lower portion 
of the ureter may give symptoms of pain in the renal 
region of the back or high up in the abdomen, while 
a stone in the kidney may give pain which is lim- 
ited to the lower abdomen or the testicle. This 
fact has a bearing on the absolute necessity of 
covering the entire abdomen in roentgenological 
examinations. 

In Group 2 were 4o cases of renal tuberculosis. 
In this group the pain was found to be of an entirely 
different type from that in cases of hydronephrosis 
or stone. It was more of an aching in the region of 
the back, and when localized in the abdomen was 
spoken of as a burning sensation. In the epigastrium 
it was usually a sickening sensation, but in none of the 
cases was it of an acute type. 

In Group 3 were 77 cases of pyelonephritis. In 
this condition as in renal tuberculosis abdominal 
pain was less severe, but had been one of the prin- 
cipal factors leading to unnecessary abdominal 
operations. 

In Group 4 there were 26 cases of hydronephrvsis 
and hydro-ureter. With the exception of 6 cases 
which had been operated upon for stone associated 
with hydronephrosis, abdominal operations were 
performed on 30 per cent of the remaining cases for 
the relief of pain which was subsequently demon- 
strated to have been of renal origin. The symptoms 
of hydronephrosis are often obscure and mislead- 
ing, and it is in this group of cases that the urine is 
so often practically normal. 

The author claims that although it is impossible to 
carry out urological examinations as a routine pro- 
cedure, there are certain indications for such exam- 
inations. Abdominal pain is not one of them but is 
by no means a contra-indication and becomes a 
definite indication when the urine is abnormal. 

Louis Gross. 


236 


GENITO-URINARY SURGERY 237 


Braasch, W. F.: Occluded Renal Tuberculosis. J. 
Am. M. Ass., 1920, Ixxv, 1307. 

Renal occlusion results from various conditions 
the most common of which is stricture of the ureter 
in renal tuberculosis. In 69 of 621 patients operated 
on at the Mayo Clinic for renal tuberculosis the 
affected kidney was found to be occluded. In most 
cases renal occlusion occurs gradually or is inter- 
mittant for some time preceding the final permanent 
occlusion. The state of the bladder often reflects 
the degree of occlusion. When the occlusion is only 
partial, sufficient infectious material leaks into the 
bladder to perpetuate a localized or total cystitis of 
variable degree. This condition is most common in 
male adults in the fourth and fifth decades. 

Frequency, one of the most prominent symptoms, 
is found in only 56 per cent of cases of occluded 
tuberculosis in contrast to go per cent, its usual 
incidence in renal tuberculosis. One-third of the pa- 
tients complained of pain. In most cases this was 
merely a dull ache, although in a few acute colic 
developed at the time of occlusion. In the 24 cases 
with hematuria pain was the chief complaint in 
only 6. The discovery of the condition was acci- 
dental in 6 cases. 

The duration of symptoms in most cases was 
much longer than the average for renal tuberculosis, 
varying from one to twenty years. Since acute 
symptoms subside after occlusion, medical advice is 
generally not sought until very late. 

Pus and red blood cells, usually in moderate 
amounts, were found in all but 8 cases. Excluding 
cases of bilateral disease, the tuberculosis bacillus 
was found in 9 instances. X-ray examinations re- 
vealed a tuberculous kidney in 30 per cent of the 
cases, a figure that is considerably higher than that 
of the average renal tuberculosis. 

The bladder was practically normal in 33 per cent 
of the 69 cases of renal occlusion and there was only 
slight cystitis in 33 others, so that in 88 per cent 
the bladder was but little involved. In making a 
diagnosis of unilateral occlusion it is necessary to 
remember that, because of a transient or reflex 
suspension of function, a false diagnosis of occlusion 
is possible. Correct pre-operative diagnosis was 
made in 64 per cent of the cases. In practically all of 
the cases seen during the last five years the condition 
has been recognized clinically prior to operation. 
Nephrectomy is very easily carried out if the occlu- 
sion is of long standing. Recently occluded, large 
pyonephrotic kidneys may be difficult to remove. 
In 34 of these cases the wound healed by first 
intention. 

The operative mortality was 1.6 per cent. Ex- 
cluding patients with bilateral tuberculosis, all but 
one of whom are dead, 8 have died. Marked 
improvement in the general condition was noted in 
67 per cent. Of those patients who complained of 
bladder symptoms improvement was noted in all 
but 9 (18 per cent). 

Emulsions from the substance of 5 occluded tuber- 
culous kidneys were injected into guinea pigs. In 1 


case the guinea pig died two months after the 
inoculation with evidence of diffuse tuberculosis. 
The other 4 inoculations were unproductive. The 
author concludes that if the kidney has been 
dormant for many years little good will be derived 
from a nephrectomy unless there are definite symp- 
toms referable to the kidney. A. J. Scott, Jr. 


Young, E. L., Jr.: Renal Hematuria as a Symptom 
of a Prenephritic Condition of the Kidneys. 
Surg., Gynec. & Obst., 1920, xxxi, 478. 


The author attempts to prove that so-called 
“idiopathic hematuria” is a symptom of a pre- 
nephritic condition of the kidney. In 33 cases 
studied there were 7 in which a definite pathologic 
lesion, such as a movable kidney, horseshoe kidney, 
traumatic lesion, and a very small stone, accounted 
for the hemorrhage. The author discusses focal 
infectious nephritis and describes a specimen 
obtained from a case in which this lesion was the 
cause of hematuria. The point is made that the 
finding of organisms in the urine does not signify 
infection of the kidney as the kidney may excrete 
organisms without becoming infected. 

The practical value of the study is summed up in 
the following paragraphs: 

“The precancerous stage has now been talked 
about for some time, and the treatment of those 
lesions known to be the occasional forerunners of 
cancer holds a recognized place in therapeutics. 
I believe that hematuria may be a symptom of 
sufficient importance to attract attention, due to a 
stage in kidney disease where the damage is very 
slight and where a cure and restoration of the renal 
tissue to normal may confidently be expected if the 
primary site of trouble can be recognized and 
eliminated. 

“T realize that I have not proved my point as 
well as I wish, and even if I had, that the number of 
cases of hematuria from a prenephritic condition in 
comparison with all the cases of nephritis is so small 
as to result in very little actual progress in curing 
the disease; but what I hope is, that the recognition 
of this possibility may be another step toward the 
goal of preventive medicine. 

“Tt is reasonable to believe that in a majority of 
these cases there is an early unrecognized nephritis 
or a prenephritic condition which can be, and prob- 
ably often is, the cause of hematuria, and that this 
condition may or may not go on to a progressive 
damage of the kidney, depending on conditions 
which we do not as yet understand. In certain of 
these cases the primary focus of damage can be 
recognized, and its elimination will prevent the later 
development of the disease.” D. Lespinasse. 


Kretschmer, H. L., and Helmbolz, H. F.: The 
Treatment of Pyelitis in Infancy and Child- 
hood. J. Am. M. Ass., 1920, Ixxv, 1303. 


The authors report the results of treatment by 
pelvic lavage with silver nitrate in 11 cases of pyeli- 
tis in infants and children. 


| 
| 


238 


Cystoscopy can be performed in infants as easily 
as in adults. The authors quote Nitze and Hyman 
on cystoscopy and ureteral catheterization in child- 
ren. In boys, because of anatomical considerations, 
cystoscopy and ureteral catheterization cannot be 
carried out as easily as in girls. The authors per- 
formed cystoscopy repeatedly, however, on boy 
babies 14 months of age. 

The value of a routine roentgen-ray examination 
cannot be over-emphasized. In this way several 
cases of so-called pyelitis were proved to be cases 
of stone in the pelvis with infection. Doubtless 
in some of the cases diagnosed as pyelitis in 
which pelvic lavage fails to produce a cure the 
failure is due to the presence of calculi, tuberculosis 
of the kidney, or stricture of the ureter. 

In order that renal tuberculosis might not be over- 
looked, routine examinations for tubercle bacilli 
were made, including guinea-pig inoculations with 
urine obtained from each kidney and bladder. In 
this series no evidence of renal tuberculosis was 
found. 

The youngest patient treated was 7 months of 
age; the oldest, 1014 years old. All of them were 
girls. 

There were no untoward results or reactions fol- 
lowing instrumentation and treatment. 

It was the object in treating this series of cases to 
render the urine free from pus and sterile. In other 
words, no case was considered as cured in which these 
requirements were not fulfilled. Symptomatic cures 
were not considered. 

In 9 of the 11 cases complete cures were obtained; 
that is, at the time the patients were discharged as 
cured the urine was free from pus and the cultures 
were sterile. 

The cultures were reported sterile if no growths 
were found at the end of forty-eight hours. In 
order that the possible presence of slow-growing or- 
ganisms might not be overlooked, however, the 
plates were kept in the incubator for five days before 
a final report was given. Accordingly it may be 
stated that in every case in which specimeiis were 
obtained the cultures remained sterile at the end of 
the fifth day of incubation. 

Silver nitrate solution was used in each case. The 
strength of the solution used was 0.5 per cent. The 
amount injected varied from 1 c.cm. in the cases of 
infants to 5 c.cm. in the cases of older children. 

The number of injections necessary to render the 
urine sterile varied. Three patients required but 
one injection, 5 required two injections, and 1 re- 
quired three. 

In 2 cases the urine from the kidney became 
sterile before that of the bladder, in one case after 
two injections and in the other after the first injec- 
tion. The latter was a case of bacillus paratyphosus 
infection A subsequent examination one week later 
demonstrated that the kidneys were again infected. 
In treating adults this observation had been made 
several times. In some of the cases in which it 
was noted there were recurrences of the pyelitis. 
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The fact therefore seems to be of sufficient im- 
portance to warrant emphasis for if the kidneys 
show sterile specimens and the bladder still harbors 
infection, the bladder may be a cause of subsequent 
recurrence. In an article on cystography by Kretch- 
mer it was shown that fluid may regurgitate from 
the bladder up the ureter into the kidney pelvis. 
This phenomenon was noted in infants and children 
as well as in adults in a series of cases of both nor- 
mal and pathologic bladders. 

Two cases in the author’s series showed regurgita- 
tion of bladder fluid into the renal pelvis. 

In 10 of the 11 cases the colon bacillus was found 
in pure culture. One patient had a paratyphoid 
bacillus infection. 

In all of the cases the pyelitis was bilateral. 

Routine leucocyte counts were made on each speci- 
ment of urine. This method gives a more accurate 
estimation of the araount of pus present in the urine 
than the indefinite terms now in use. 

The article is summarized as follows: 

1. Pelvic lavage with solutions of silver nitrate is 
a procedure which may be carried out in the cases of 
infants and children. 

2. This mode of treatment has rendered the urine 
sterile and free from pus in 9 of 11 cases. 

3. There have been no complications or unfavor- 
able results following this treatment. 

4. All of the cases treated in this manner had 
resisted all other forms of treatment. 

For a complete record of the leucocyte count and 
cultures the reader is referred to the original article. 

TuEoDoRE Drozpow!7z. 


Taddei, D.: Chronic Unilateral Pyelonephritis 
Associated with Haematuria and Pain (Le piolo- 
nefriti croniche unilaterali ematuriche e dolorose). 
Arch. ital. di chir., 1920, ii, 387. 


In 1913 Taddei published a study of chronic 
painful unilateral nephritis but was unable to arrive 
at any definite conclusions regarding the etiology 
of the condition. Recent literature has added little 
to the solution of the problem. In this article Taddei 
gives the clinical histories of 6 cases of his own which 
he believes throw further light on the subject as some 
of them presented lesions which to date have rarely 
been taken into consideration or at least have been 
interpreted erroneously. 

Taddei draws the following conclusions from the 
study of his cases: 

1. In order to study the pathogenesis of renal 
nephralgia and hematuria of unknown origin, 
an examination of the calices, the kidney pelvis, 
and the ureter is necessary. The macroscopic ex- 
amination of the kidney or a biopsy made on the 
occasion of a nephrotomy is insufficient. 

2. The causation of the pain cannot be attrib- 
uted to perinephritis or to alterations of the cap- 
sule of the kidney. 

3. The nephralgias and the so-called “essential 
hematurias” are related to a nephritic process 
which is often unilateral, but in the former, lesions 
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of parenchymatous or chronic epithelial nephritis 
prevail, while in the latter the lesions are glomerular, 
interstitial, and vascular. 

4. Nephritis of this type is associated with 
pyelitis and therefore should be termed “pyelo- 
nephritis. 

5. The pyelitis may assume the various histolog- 
ic aspects of chronic pyelitis, viz., simple, granular 
or follicular, papillary, villous, proliferating, pseudo- 
glandular, and cystic pyelitis. 

6. The pyelitis should be considered as secondary 
to the nephritis. The form of pyelitis is not specific 
in relation to the renal process; that is to say, there 
may be pyelitis of the same type in the painful 
and hematuric nephrites and in other renal lesions, 
hematuric, suppurative, or otherwise. 

. The hematuria ought not to be considered 
due to the pyelitis, but rather as due to the nephri- 
tis and particularly to glomerulitis and renal ar- 
teritis. 

8. Even if many findings suggest that the cause 
is a toxi-infection and that the kidney is attacked 
primarily by the blood route, the nature of such 
a cause is still unknown. Tuberculosis, syphilis, 
and other infective processes may be responsible 
in certain cases, but in others can be excluded. The 
same is true regarding other conditions. 

In Taddei’s opinion there are no positive data 
on which a direct diagnosis of painful or hematuric 
unilateral pyelonephritis can be based. Such a 
diagnosis can be established only by exclusion. 

With regard to treatment the author recommends 
nephrectomy when the surgeon is absolutely sure 
that the affection is unilateral. When he is not 
certain, nephrolysis, nephrocapsectomy, or nephrot- 
omy may be done. 

Nephrectomy in Taddei’s 6 cases resulted in definite 
recoveries, the patients still remaining well after 
six or seven years. W. A. BRENNAN. 


André: Eight Cases of Ureteral Calculi or of Calcu- 
lous Anuria Successfully Treated by Ureteral 
Catheterization (Huit cas de calculs de l’uretére ou 
d’anurie calculeuse traités avec succés par le ca- 
thétérisme urétéral). J. d’urol. méd. et chir., 1920, 
x, 89. 

André gives 8 clinical histories to show that re- 
peated catheterization or catheterization with a 
permanent catheter is a very efficacious method of 
removing a ureteral calculus, especially if it is small 
and situated low. In some cases also larger calculi, 
even those situated high, may be extracted in this 
manner. Ordinary sounds give as good results as 
sounds of special design. 

In cases of calculus without urgent complications 
treatment may be limited to repeated catheteriza- 
tion, but if the sound can clear the obstacle it is 
better to allow it to remain in place for a day or 
two to dilate the ureter. If the obstacle cannot be 
passed the attempts at catheterization will often 
move the stone slightly and place it in a position 
more favorable to expulsion. When the stone can 


be passed with the sound the injection of oil or 
glycerine above it is of value. The author has not 
used such injections, but when he was able to pass 
the sound into the kidney pelvis he has given a 
silver-nitrate lavage which, in addition to its anti- 
septic action, relaxes the ureteral contractions. 

In calculous anuria, ureteral catheterization should 
be begun as early as possible, and if possible, should 
be bilateral. If the obstacle can be cleared, a per- 
manent sound will safeguard the kidney and, when 
the urine is infected, will permit lavage with silver 
nitrate and disinfection of the renal cavities. In 
such cases the cessation of the anuria and the im- 
provement in the patient’s general condition make 
a surgical operation possible in case the calculus is 
not spontaneously eliminated. 

If the sound cannot be passed the attempts to 
remove the calculus should be repeated several 
times before an operation is attempted. It should 
be remembered that even apparently unsuccessful 
endoscopic manceuvres may be followed by the re- 
establishment of urination and expulsion of the 
stone. 

Recurrences in calculous anuria are frequent. 
This may be due to the fact that often the calculi 
are multiple and the endoscopic removal is incom- 
plete. Recurrences may be prevented by repeating 
the endoscopic manceuvres at intervals. 

W. A. BRENNAN. 


BLADDER, URETHRA, AND PENIS 


Schramm, C.: Theoretical and Practical Consid- 
erations Regarding the Cystoscopic Examina- 
tion of the Paralyzed Bladder (Theoretische und 
praktische Erwaegungen zur Spiegeluntersuchung der 
paretischen Blase). Zéschr. f. Urol., 1920, xiv, 329. 


The author endeavored to determine whether 
there are any objective symptoms in paresis of the 
bladder by which incontinence of urine due to this 
condition could be distinguished from malingering. 
Quite often in industrial plants patients with spinal 
injury are discharged from the hospital without 
serious urinary symptoms and with suitable com- 
pensation, but when the compensation is stopped 
or reduced, complaint is suddenly made of subjective 
symptoms such as urinary incontinence, dripping of 
urine, etc. 

The author has been able to demonstrate paresis 


of the bladder cystoscopically. In positive cases _ 


the muscle edge, which normally would prevent 
a view into the pars prostatica, gaps so that from 
the floor of the bladder the posterior urethra and 
contents as far as the external sphincter muscle can 
be seen clearly. The anterior wall of the urethra 
is obstructed, of course, by the shaft of the cysto- 
scope. The picture described varies according to the 
severity of the paralysis. Characteristic of these 
cases is the fact that the introduction of the cysto- 
scope is met by slight or no resistance on the part 
of the sphincter and the instrument can be moved 
about freely in all directions. 
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The anatomical basis for this laxity lies in the 
fact that the causal paralysis affects the pelvic mus- 
culature as well as the bladder. As a result of the 
paralysis of the pelvic floor the abdominal pressure 
acts caudalward; the anterior wall of the urethra is 
fixed immovably to the lower border of the symphysis 
by intimate adhesions to the pelvic fascia and the 
urogenital trigone, while the posterior wall of the 
bladder and urethra bulges out. Trabecule are 
found chiefly in the region of the bladder trigone. 
These cannot be considered actively hypertrophic 
as in other disturbances due to obstruction. In the 
paretic bladder there is no obstruction. According 
to Schramm, the trabecule are rests of powerful 
muscle bundles which have resisted the dilatation 
due to the urine accumulated in the bladder, where- 
as the weaker bundles of the bladder wall have be- 
come atrophied and bulge out like diverticula. 

Following the cystoscopic examination the author 
tests the bladder functionally. With the patient 
lying down it is filled with from 300 to 500 c.cm. of 
irrigating solution in such a manner that the patient 
is not aware of it. After the removal of the catheter 
the patient’s muscle and tendon reflexes are tested 
to divert his attention for a while and he is then re- 
quested to cough, press down, and to rise without 
using his hands. If the bladder remains closed under 
these exercises a functional disturbance can be ex- 
cluded. 

The author gives in detail the histories of 6 cases 
in some of which the bladder affection was due to 
trauma and in others to a chronic disease of the 
cord (tabes, multiple sclerosis). In tabes the prog- 
ress of the condition can be checked by treatment 
with salvarsan and mercury. 

In conclusion the author reports on the cystosco- 
pic examination of the prostatic cavity after prosta- 
tectomy. Occasionally by this means the cause of 
postoperative disturbances (stone, fistula, etc.) can 
be determined. PosNeER (Z). 


Fowler, H. A.: Ulcer of the Bladder (Hunner Type). 
J. Am. M. Ass., 1920, Ixxv, 1480. 


The author calls attention to the fact that 
irritability of the bladder is due to a variety of 
causes, intra- and extravesical. There is a con- 
siderable group of cases, however, for which no 
adequate cause for the symptoms can be demon- 
strated. These have been conveniently grouped 
together under the diagnosis of neurosis or neuralgia 
of the bladder. 

As a result of more recent investigation this group 
of so-called bladder neuroses has been gradually 
broken up as the causative factor has been demon- 
strated in one small group after another. A definite 
pathologic basis for the symptoms has been demon- 
strated in an increasing number of cases, and 
successful treatment for the condition has been 
established. 

As a result of Hunner’s work we now know that 
in one such group the symptoms are due to a 
peculiar type of bladder ulcer. This lesion was first 
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described by Hunner in 1914, and again in 1918. 
In 1919 Reed reported five cases. The most recent 
contribution to the subject will be found in the 
Annals of Surgery for April, 1920. 

The symptoms associated with this form of ulcer 
are those of an intensely acute cystitis—pain, fre- 
quency, urgency, and tenesmus. The suffering is 
extreme, and the victims rapidly become nervous 
wrecks. While the symptoms suggest acute cystitis, 
routine examination of the urine fails to reveal the 
usual signs of this condition. The urine is macro- 
scopically clear and free from infection. Cystoscopy 
shows a small circumscribed area of inflammation 
on the anterior wall of the bladder in the center of 
which is a small superficial ulcer. These lesions are 
so slight as to be readily overlooked, or, if seen, 
considered insufficient to cause the severe symptoms 
of which complaint is made. However, while the 
lesion of the mucous membrane is slight as viewed 
through the cystoscope, in reality all the coats of the 
bladder are involved in an extensive chronic inflam- 
matory process. The cystoscopic appearance is 
therefore misleading as to the extent and nature of 
the condi‘icn. 

The diagnosis is based upon the history of the 
case, the negative urinary changes, and the cysto- 
scopic findings. The only condition apt to cause 


confusion is chronic granular urethritis in women. 
The treatment consists in excision of the ulcer- 
bearing area with a wide margin of normal bladder 
wall. Local treatment gives only temporary relief; 
it never cures. Three cases are reported, two of 
which were operated upon with brilliant results. 


Judd, E. S., and Sistrunk, W. E.: The Surgical 
Treatment of Malignant Tumors of the Blad- 
der: Results of Operations. J. Am. M. Ass., 
1920, lxxv, 1401. 

The greatest danger and difficulty in radical sur- 
gery of the bladder is infection of the field of opera- 
tion. The segment of bladder is removed from an 
area which lies in a dependent pocket from which it 
is difficult to establish satisfactory drainage. It is 
therefore imperative that the technique be carried 
out as accurately as possible. This necessitates 
large incisions with free exposure and ample pro- 
tection of the involved tissue. 

Malignant tumors of the bladder are usually 
either papillary epitheliomata or carcinomata. 
Papillary tumors may be either benign or malignant. 
It is always advisable to make a microscopic exam- 
ination of a section of the tumor as the type of 
papilloma is very important in determining the 
treatment. Satisfactory results may be obtained 
with fulguration in cases of benign papillomata, 
while malignant tumors should be excised. If the 
tumor is small and there is doubt as to its malig- 
nancy, it is best to try fulguration as long as im- 
provement takes place. The growth should be 
observed carefully during this treatment, however, 
and if it progresses, fulguration should be stopped 
and excision performed early. 
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Carcinomatous tumors of the bladder are of two 
types: (1) the superficial ulcerating growth which 
is slow growing and slow to metastasize, and (2) the 
large, hard ulcerated carcinoma which penetrates 
the perivesical adipose tissue and is also slow to 
metastasize. 

Early perivesical involvement before there is 
evidence of metastasis was a striking feature in the 
series of cases reviewed. If some method were 
devised to reduce the local recurrence, the results 
would be better than those obtained by operation 
for cancer in other regions. 

Usually operation is contra-indicated when there 
is remote metastasis and when the growth is attached 
to the rectum or involves the base of the bladder, the 
prostate, and the seminal vesicles. In selected cases. 
however, it seems best to remove the entire bladder. 

About go per cent of all tumors of the bladder 
originate close to the ureteral meatus. Frequently 
the meatus is involved and the ureter is partially or 
completely blocked. When it is necessary to remove 
the meatus and a portion of the ureter, the ureter 
should be re-implanted into another portion of the 
bladder if the kidney function remains, or ligated 
and dropped back if the kidney is functionless. 

Patients should be followed closely during the first 
two years after operation and should be re- 
examined at the first suggestion of further recur- 
rence. If a recurrence is present treatment by 


repeated fulguration should be given. 

The results obtained with the use of the knife and 
the cutting cautery are apparently the same. The 
good results obtained with the Percy cautery in 


cases of non-removable tumor indicate that it 
should be used more often than it is. One of the 
authors’ patients remained well as long as six years 
after treatment with the Percy cautery. ; 
The hospital mortality in the authors’ 202 cases 
was 12.9 per cent. Thirty-four of the series were 
explored and found inoperable. Some of these were 
treated later by X-ray and radium and a number were 
benefited. Such treatment, however, was not applied 
in the effective manner in which it is given today. 
If it can be shown that radium has the same 
favorable effect on epithelioma of the bladder as 
on the cervix, it will be best to perform a supra- 
pubic cystostomy to afford drainage relief from 
infection and to place the radium in direct contact 
with the epithelioma. One argument against the use 
of radium and fulguration is that both may be 
employed when a radical operation should be per- 
formed. Radium should be reserved for inoperable 
malignant tumors and fulguration for definitely 
benign tumors. If the radical operation is performed 
in suitable cases the immediate and ultimate results 
should be very good. C. F. ANDREWS. 


Wolbarst, A. L.: The Diagnosis of Inflammations 
of the Male Urethra. N. York M.J., 1920, cxii, 521. 


_When a patient presents himself with a urethral 
discharge it is necessary first of all to determine 
whether the infection is specific or non-specific, and 
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7 the latter, to discover the nature of the underlying 
actor. 

According to Luys, the most important organisms 
which have been found in non-specific urethral dis- 
charges are streptococci, the bacillus coli, pneumo- 
cocci, staphylococci, various sarcine, the diphtheria 
bacillus, the tubercle bacillus, micrococcus fallax, 
micrococcus aureus and albus, and micrococcus 
catarrhalis. There are also aseptic inflammations 
in which no organisms can be found, the microscope 
revealing nothing but pus cells, a few epithelial 
cells, and occasionally strings of mucus. 

While on superficial observation the difference 
between the symptoms of acute catarrhal infection 
and those of the typical gonococcal infection seems 
slight, it will be found to be a decided difference if 
the examining physician has acquired the ability to 
detect it. In catarrhal infections the symptoms are 
generally less severe, the discharge is less profuse 
and apt to be more watery or mucoid in its character 
from its incipiency, the urinary discomfort is slight 
or absent, and the meatus is but slightly or not at 
all inflamed. 

The micrococcus catarrhalis can be distinguished 
from the gonococcus only by culture. The former 
grows profusely on agar and in this respect differs 
both from the gonococcus and the meningococcus. 

When an answer to the question whether or not a 
urethral inflammation is due to the gonococcus must 
be obtained more quickly than is possible by clin- 
ical observation, dependence must be placed on 
cultures of the urethral discharge if the micro- 
scope cannot decide the matter. 

The colon bacillus is not an infrequent agent in the 
production of urethral inflammation, especially in 
persons suffering from rectal and other intestinal 
disturbances. Clinically the condition resembles 
catarrhal infection. The microscope shows the 
absence of diplococci but a culture reveals the colon 
bacillus. 

The remaining non-specific types of urethritis are 
so rare that they need be referred to only with the 
warning that they should be kept in mind in the 
examination of every case in which the picture de- 
parts in any appreciable degree from that of the 
classical specific urethritis. Chief among these types 
is the pyogenic or purulent urethritis following the 
introduction of unclean catheters or sounds into the 
urethra. 

The urethritis associated with the development of 
a syphilitic chancre at or within the urethral meatus 
is less frequent. This type is most deceiving for the 
meatus appears red and swollen, the discharge is 
rather profuse, and the urine is purulent. The lips 
of the meatus, which are rather whitish and shiny, 
stand apart and when they are felt between the 
fingers the typical induration of the initial lesion can 
be perceived. Gonococci are absent. 

Chancroidal infection of the urethral meatus re- 
sembles the type just mentioned except that it is 
characterized by the chancroidal ulceration without 
induration at the site of infection. 
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Acute gonorrhcea begins with an acute specific 
triad—angry appearance of the meatus, a profuse 
discharge, and purulent urine—but the absolute 
diagnosis never should be made unless the bacterial 
findings are positive. 

In the diagnosis of urethritis it is important to 
know whether the condition is a new infection or an 
exacerbation of an old one. In the examination of 
a large number of urethral discharges microscopically 
it was noted that leucocytes predominate in the 
acute infection, epithelial cells being few in number 
or absent, while in chronic infections epithelial cells 
predominate and the leucocytes are relatively few. 

The next step in the diagnosis is to determine 
whether the infection has been confined to the an- 
terior urethra or has passed beyond the cut-off mus- 
cle into the posterior urethra. 

The symptoms of chronic urethritis vary con- 
siderably. The most frequent symptom is a urethral 
discharge, usually designated as the “morning drop.” 
Less frequently there is an elusive discharge which 
occurs irregularly. Both of these types may be most 
elusive. 

In any given case of chronic urethral discharge it 
is necessary first of all to determine the origin of the 
condition. This cannot be discovered by the ure- 
throscope nor by examination of urine passed into 
three, five, or more glasses. A careful study and 


application of the tests referred to is necessary. If 
there is the slightest ground for the suspicion that 
the pus in the urine is derived from the bladder or 
a focus higher up in the urinary tract, however, the 
five-glass catheter test (Wolbarst) will give definite 


information eliminating the doubt. 

The origin of the pus or shreds having been dis- 
covered, the next step consists in locating the lesion 
and determining its character. 

The most frequent lesion is stricture. Less fre- 
quent are folliculitis, prostatitis, and vesiculitis, 
and their respective variations. Occasionally it will 
be impossible to discover any of these conditions 
but a careful examination made with the posterior 
urethroscope will reveal a well-defined inflammation 
of the verumontanum and the adjacent urethral 
roof, floor, and walls. 

Prostatitis is found in practically every case of 
chronic urethritis, possibly because nearly every 
prostate examined is more or less congested and it 
is not an easy matter to draw a sharp line between 
the normal congestion and the pathologic inflamma- 
tion. A prostate that is larger than the average 
normal organ, tender on pressure, and exuding ab- 
normal material after massage must be considered 
pathological. THEODORE Drozpow!7z. 


Taddei, D.: The Rational Treatment of Urethral 
Strictures (Il trattamento razionale dei restringi- 
menti dell’ uretra). Riforma med., 1920, xxxvi, 790. 


According to the author’s clinical experience, in- 
ternal urethrotomy is an operation to be avoided. 
While this procedure gives very good results in sep- 
tic and toxic cases as well as those in which there are 


INTERNATIONAL ABSTRACT OF SURGERY 


other organic lesions, it isassociated with a very high 
mortality. All types of strictures can be treated by 
progressive dilatation. This should be continued 
until a No. 56 Bénique sound can be inserted in the 
urethral orifice. 

When, owing to local or general conditions, slow 
methodical dilatation is not feasible, urethrotomy 
may be avoided by resorting either to catheterization 
through a conductor or to circular electrical dilata- 
tion. The conductor used is somewhat similar to 
that emplcyed in the Maisonneuve urethrotomy. 
For twelve years Taddei has treated urethral stric- 
ture by passing a sound through a dilating conduc- 
tor and has obtained excellent results. It has never 
been necessary to perform a urethrotomy in these 
cases and there were no deaths. Dilatation gives 
more permanent results than urethrotomy. 

Circular electrolysis may be applied either through 
a conductor or with a Bénique sound. The negative 
electrode of a continuous current is applied to the 
extremity of a catheter introduced into the urethra, 
the positive electrode being applied externally over 
the back or over the abdomen. This is a simple 
method of modifying the elasticity of sclerosed 
urethral tissues and soon overcomes the stricture. 

The author admits that external urethrotomy, 
urethrectomy, and urethrorrhaphy, perineal ureth- 
rostomy, and suprapubic cystostomy have their 
indications in special cases. 

Attention is called to the necessity for rigorous 
asepsis, great patience, and gentle instrumentation 
in all urological operations. In cases of stricture 
urethroscopy is practically useless. 

W. A. BRENNAN. 


Thévenot, L.: The Various Indications for Perineal 
Mobilization of the Urethra and the Lower 
Part of the Bladder (Des differentes indications 
que peut remplir la mobilisation périnéale de 
Vurethre et de l’extrémité inférieure de la vessic). 
J.d’urol. méd. et chir., 1920, x, 99. 


Surgery of the deep urethra, the prostate, and the 
fundus of the bladder by the perineal route is always 
difficult because the surgeon is working on organs 
which he cannot bring to the surface. 

The author refers to the progress made in this 
branch of surgery since Rochet in 1916 freed the 
mid-perineal aponeurosis. It is this aponeurosis 
which immobilizes the urethra, the prostate, and the 
bladder. Thévenot describes Rochet’s technique in 
detail. 

A reversed V-incision is made in the perineal 
region, the apex of the V corresponding to the 
symphysis pubis and the sides terminating at the 
level of the ischium. The anterior surface of the 
rectum is laid bare as in perineal prostatectomy. 
The membranous urethra is sectioned completely 
and transversely just behind the bulb. By the use 
of the rasp on the entire extent of the ischiopubic 
ramus the roots of the corpora cavernosa are 
reached. Care is necessary to prevent hemorrhage. 
The cutting of the aponeurosis is begun slightly 


inside the ischiopubic ramus, the deep perineal 
branch of the artery and the internal pubic nerve 
being left outside. When the lateral attachments of 
the aponeurosis are progressively liberated its upper 
attachment under the subpubic transverse ligament 
is freed with the rasp, care being taken to spare the 
important veins. The subpubic and retropubic veins 
are carefully dislodged with the finger. The deep 
urethra is then seized with the forceps and a search 
is made for the attachments of the prostate. By 
traction alone it is then possible to draw the deep 
— the prostate, and the bladder outside the 
pelvis. 

In practice, the conditions in which the method 
described is indicated are those in which it is neces- 
sary to approach the posterior urethra, the prostate, 
or the vesical fundus or to expose the lower extremi- 
ties of the ureters. Lesions of the deep urethra 
which call for the method include extensive trau- 
matic injury of the urethra, urethrorectal fistule, 
and severe strictures which deviate the canal. The 
prostatic lesion which is the most frequent indication 
for the procedure is cancer. Rochet recommended 
his method also for urethrostomies in cases of old, 
incurable strictures of the pendulous urethra, and 
for cases in which it is desired to do a perineal 
cystostomy. 

In cases of cancer of the vesical fundus with or 
without extension to the prostate resection of this 
portion of the bladder by the high route is ordinarily 
difficult and the operation is often a blind procedure. 
Mobilization of the aponeurosis to liberate the 
prostate and the vesical fundus surmounting it 
therefore appears logical. To date, however, this 
method has been used for the removal of cancer in 
this region only in experiments on the cadaver. 

W. A. BRENNAN. 


GENITAL ORGANS 


Barker, L. F., and Ward, J. A.: Gummatous Epidi- 
dymitis and Gummatous Osteoperiostitis of 
the Humerus. South. M.J., 1920, xiii, 794. 


The authors state that although syphilis may 
attack any part of the body, certain regions, as is 
well known, are relatively less often affected than 
others. Among these is the epididymis. On account 
of the comparative rarity of the condition and be- 
cause of certain difficulties in the diagnosis, they 
record in this article a case of luetic epididymitis 
which recently came under their observation. 

The patient was a man 61 years of age who com- 
plained of pains and swelling in the upper part of the 
right arm and a non-painful swelling in the right 
half of the scrotum. The chief positive finding in 
addition to these was a positive Wasserman reac- 
tion of the blood. The condition was diagnosed as 
lues although the surgeon believed it to be tuber- 
culosis. Arsphenamin treatment relieved the pain 
at once, and after six weeks the swelling in the arm 
and epididymis disappeared entirely. 
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An interesting feature of this case was the fact that 
the patient had had all his teeth extracted as possi- 
ble sources of infection for what was regarded at 
first as neuritis. 

The article is concluded with the statement that 
the case shows the importance of a general diagnos- 
tic survey of the body as a whole and the advis- 
ability of trying thorough antiluetic treatment 
before operating upon a testicle or epididymis sus- 
pected to be affected by tuberculosis or a neoplasm. 
V. D. LESPINASSE. 


MISCELLANEOUS 


Morini, L.: Modern Methods of Treating Inguinal 
Periadenitis of Venereal Origin (Circa i metodi 
moderni di cura della periadenite inguinale d’ori- 
gine venerea). Riforma med., 1920, xxxvi, 1046. 

The method of treating inguinal bubos used in the 
author’s clinic is a modification of Somogyi’s method 
of injecting into the cavity a suspension of iodoform 
in ro per cent glycerine. The solution used by 
Morini consists of iodoform, 10 parts; rectified al- 
cohol, 20 parts; and very pure neutral glycerine, 80 
parts. Besides rendering the fluid more liquid and 
facilitating its entry into all parts of the cavity, the 
alcohol slightly irritates the walls of the cavity and 
thus causes a more active superficial circulation and 
a more abundant flow of organic fluids into the 
cavity. 

The subjective phenomena which follow the in- 
jection are slight. In the author’s experience the 
addition to the solution of 5 per cent camphor and 
5 per cent guaiacol renders the injection painless. 
Before the injection is given a very small incision is 
made in the most prominent part of the bubo to 
drain the pus but no attempt is made to express all 
of the pus at once. The injection is given with a 
glass syringe, the amount of fluid injected being 
sufficient to fill the cavity completely. The area is 
then enveloped in a gauze compress bound mod- 
erately tight. 

The method described may be used also in cases 
of suppurative glands which have opened spontane- 
ously. Recovery occurs in from four to six days, 
the maximum time being eight days. 

W. A. BRENNAN. 


Morson, C.: Radium in the Treatment of Malig- 
nant Disease of the Bladder and Male Genital 
Organs. Brit. J. Surg., 1920, viii, 36. 

The author has studied the action of radium on 
normal mucous membrane and skin. Definite 
degenerative changes take place; the mucous mem- 
brane becomes covered with a gray film similar to 
that seen in the early stages of leukoplasia. On 
separating from the underlying tissues the film 
leaves a thin shallow ulcer which is tender and slow 
to heal. 

The malignant cell responds to radium rays in 
direct proportion to its reproductive activity. When 
sepsis complicates malignancy the patient’s resist- 


| 

| 

| 


244 


ance is much lowered and the cancer grows rapidly. 
The reproductive activity of the cell is increased, but 
the control of the infection requires such large doses 
of radium that the surrounding tissues are damaged. 
Prolonged exposure to large doses of radium also 
lowers the phagocytic power of the white cells and in 
some cases the leucocytes are completely destroyed. 

In treating malignant conditions of the bladder 
several methods of applying radium are employed. 
Suprapubic radiations are sometimes used, but the 
value of this approach is vitiated by the damage 
done to the suprapubic tissue which receives the 
brunt of the radiation. The radium may be applied 
also through a suprapubic opening, but as an eight- 
hour exposure is necessary to destroy the malignant 
cell, it is possible that the normal mucous mem- 
brane will be damaged. Radium is passed through 
the urethra by means of an operating cystoscope. 
This method also permits damage to normal tissue 
and has the added disadvantage that the instru- 
ment must be kept in the urethra for a long period of 
time. Rectal applications of radium often cause 
pain and tenesmus, especially if the radiations are 
confined to a small area. 

The author favors burying the radium in the tu- 
mor growth through a suprapubic cystotomy. The 
bladder is drained and irrigated until the infection 
has subsided; the suprapubic wound is then enlarged 
and the radium tubes are placed in the periphery 
of the tumor where the growth is most rapid. 

The following changes occur on exposure of the 
malignant growth to the rays: (1) rapid degeneration 
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of the malignant cells in the immediate vicinity of 
the tube of radium; (2) apparent vacuolation and 
enlargement of the nuclei of the cells beyond the 
degeneration zone; (3) loss of the reproductive 
function of the cancer cell; (4) proliferation of the 
connective-tissue cells, a change resembling the 
attempt of nature to arrest the development of can- 
cer through the new formation of fibrous tissue; 
and (5) thrombosis of the blood vessels, which leads 
to the arrest of hemorrhage and shrinkage of the 
malignant mass. Excessive exposure causes rapid 
necrosis of the tumor and at times sloughing of the 
normal tissues. 

As in rectal or urethral application of radium for 
carcinoma of the prostate there is a possibility of 
injuring the normal structures, the author inserts 
radium tubes into the prostate itself. General 
anesthesia is of value. The gland is exposed through 
a median incision. If the disease has not penetrated 
the capsule, removal of the gland is indicated. 

Radium should be used on inoperable tumors of 
the testicle only when the extension of the growth is 
limited to the iliac fosse. Metastatic cells from a 
testicular growth are remarkably sensitive to radium 
rays, a small dose causing a marked reduction in the 
size of the tumor. Under local anesthesia small 
tubes of radium are buried in the affected glands and 
left for eight hours. 

Growths which rarely give rise to metastasis, 
such as those in the bladder and prostate, respond 
most readily to radium treatment. 

A. J. Jr. 
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EYE 


Hill, E.: Cyclopia, Its Bearing upon Certain Prob- 
lems of Teratogenesis and of Normal Embryol- 
ogy; with a Description of a Cyclocephalic 
Monster. Arch. Ophth., 1920, xlix, 597. 


The purpose of this article is indicated as follows: 
(1) to present the newer conceptions regarding 
cyclopia which are not found in the literature of 
ophthalmology, and (2) to discuss certain questions 
of embryology suggested by the study of cyclopean 
eyes. 

A brief summary of the history of monstrosities 
follows. Mythology, the idea of the supernatural 
causation of monsters as a punishment or a warning 
of disaster, and early attempts to explain them on 
the basis of natural causes are reviewed, including 
the very fanciful conjectures such as the theory that 
monsters are hybrids, half human and half beast. 
The theory of maternal impressions is condemned 
as utterly fallacious and impossible on embryological 


grounds as well as cruel because of the distress it - 


causes unfortunate mothers. The early experiments 
in monster production are mentioned, especially 
those on chick embryos which were studied by the 
St. Hilaires and Dareste. The latter brought experi- 
mental embryology to a high degree of perfection 
and made an impression upon his successors which 
persisted for fifty years, being superseded only 
recently by more accurate studies of cyclopean 
embryos. 

Modern theories of teratogenesis are discussed 
under two general headings, the germinal theory 
and the non-germinal theory. The non-germinal 
origin, or environmental cause, of monstrosities is 
emphasized as applicable to the greater number of 
monsters, including cyclopia. As Mall said, every 
ovum possesses the power to become a monster if its 
normal development is interfered with. The non- 
germinal theories are divided into the mechanical, 
the pathological, and the embryological theory. 

The cyclopean eye is described as a fusion of two 
eyes in the lower middle part of the forehead. All 
the structures composing the eye are modified by 
pressure and all remain in the foetal state of under- 
development. The most important failure of de- 
velopment is in the retina and optic nerve which 
share in an extensive mal-development of the central 
nervous system. 

Other deformities associated with the cyclopean 
eye are the rudimentary and displaced nose which 
appears as a proboscis above the eye, the absence 
of the ethmoid and bones of the face which normally 
occupy a median position, and widespread destruc- 
tion of the cranium and central nervous system 
which may amount to anencephaly. Hydramnios, 


general oedema, heart anomalies, and absence 
or aplasia of the suprarenal bodies and superior 
cervical ganglia are frequently associated with 
cyclopia. 

The older theories as to the mechanism of cyclopia 
are discussed. The assumption that primary bony 
abnormalities, inflammatory processes, and amniotic 
adhesions to the embryo are causes has given way to 
more exact embryological explanations based on 
investigations which have shown that the eye-form- 
ing material in the anterior end of the primitive 
nervous system is affected by an arrest of develop- 
ment very early. 

The author’s specimen, a female human foetus 
nearly at full term, with a cyclopean eye and prac- 
tically no brain and spinal cord is described in gross 
and microscopic detail. It did not differ in any 
important respect from other cyclopean monsters 
recorded in the literature and emphasis is laid not 
so much upon this individual specimen as upon the 
problems of teratology and embryology suggested 
by the cyclopean type of monster in general. 

Modern experimental teratogenesis is introduced 
by reference to the work of Driesch, Loeb, Schultze, 
Wilson, von Pflueger, Roux, Hertwig, Lewis, Spe- 
mann, and others who showed that the development 
of embryos can be altered by mechanical and 
chemical changes in their environment. Stockard’s 
experiments are described in detail and credit is 
given to him for placing cyclopia upon a definite 
basis as a monstrosity of the non-germinal type 
due to arrested development in the central nervous 
system before the eyes have separated. Stockard’s 
chief work was done between 1907 and 1913 on the 
teleost fish, fundulus heteroclitus. With an excess 
of magnesium chloride in sea water he produced 
cyclopean monsters in 50 per cent of his fish embryos. 
He concluded that the monstrosity is caused by an 
inhibitory or anesthetic effect of magnesium upon 
the nervous system. Stockard conclusively proved 
the non-germinal origin of these monsters by using 
the magnesium solution only after the eggs had 
reached the thirty-two cell stage. Other substances, 
such as alcohol, chloretone, and ether, produced mon- 
strosities, but only agents which exerted an anzs- 
thetic effect. 

The possibility that the birth of a monstrosity 
would be prevented if toxic agents were avoided 
during pregnancy and pathologic uterine conditions 
were overcome is suggested, but no accurate informa- 
tion on this subject is as yet available. 

Cyclopia is classified arnong the monstrosities 
most satisfactorily on the basis of Adami’s growing- 
point hypothesis, which would account for it as an 
abnormality of defect, a “polar hypogenesis’’ due to 
premature exhaustion of the growing point or an 
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arrest in its growth. This is substantially the same 
as Stockard’s theory regarding the “anesthetic” 
action of magnesium salts and alcohol upon fish 
embryos. 

Three questions of embryology are discussed in 
the light of cyclopean abnormalities: 

The position of the optic anlage is believed to be 
median and not lateral in the medullary plate of the 
embryonic nervous system. There is a single anlage 
from which lateral extension takes place and two 
eyes later develop. Stockard has proved this in the 
salamander, ambystoma. 

The optic nerve is believed to originate in the 
ganglion cells of the retina and not in the optic 
centers of the brain. This conclusion is reached on 
logical grounds as well as on the basis of the evidence 
obtained from cyclopean and cerebral monstrosities. 

The crystalline lens is believed to possess in a 
measure the power of self-differentiation, independ- 
ent of the optic vesicle. Stockard demonstrated this 
fact in cyclopean fish embryos. 

The following conclusions are offered: 

“Cyclopia is a monstrosity of the type known as 
monstra in defectu, being the result of a failure in 
development of the anterior end of the embryonic 
nervous system. According to Adami, this may be 
considered a superior pole hypogenesis affecting 
the region of the superior growing point of the 
embryo. 

“Cyclopia is not a germinal defect, but is a 
developmental defect resulting from some detri- 
mental influence acting upon the embryo after cell 
division has begun. The damaging agent seems to 
act by exerting an inhibitory or anesthetic effect 
upon the embryonic nervous tissue. 

“Dareste’s widely accepted theory that cyclopia 
is the result of a premature closure of the anterior 
orifice of the neural tube has been abundantly dis- 
proven. Amniotic bands as a cause of cyclopia are, 
in the words of Mall, a myth of teratology. 

“In lower forms of life the cyclopean defect may 
be sharply delimited, but in man and the higher 
vertebrates it is part of an extensive defect of the 
nervous system which may appropriately be termed 
‘cyclocephaly.’ 

““Cyclopia is not the result of a failure of inter- 
vening non-ocular tissue to develop, allowing two 
lateral eyes to come together. It is the result of 
damage to the eye-forming material in the medullary 
plate, by which separation and lateral extension of 
the eyes is prevented. The failure of non-ocular tis- 
sue to develop is the result and not the cause of 
cyclopia. 

“The study of monstrosities and pathologic ova 
offers hope that these calamities can be prevented if 
pathologic uterine conditions and substances in the 
maternal circulation which are toxic’to the embryo 
are removed. 

“The study of cyclopean eyes and experiments 
suggested by this study indicate that the eye-form- 
ing material is median and not lateral in the anterior 
portion of the medullary plate of the embryonic 
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nervous system. Practically a single optic anlage 
exists, from which two eyes develop by lateral out- 
pushings. Whether a few cells in the midline 
intervene between the two halves of this anlage, 
according to Lewis, or no such separation exists, 
according to Stockard, is a question of little practical 
importance. 

“The logical opinion that the optic nerves 
originate from the ganglion cells of the retina rather 
than from cells of the brain is strengthened by the 
study of cyclopean specimens in which the brain is 
absent or rudimentary. 

“The study of cyclopean eyes in lower vertebrates 
indicates a degree of independence on the part of 
the lens-producing ectoderm of the head end of the 
embryo. This self-differentiation of the crystalline 
lens is, however, a much less potent factor than the 
influence of the optic vesicle upon lens production.” 


Chipman, L. D.: A Consideration of the Thomson- 
Curtin Operation for Detached Retina, with 
Report of Two Cases. Canadian M. Ass. J., 1920. 
X, 1007. 

The author reviews the articles of Thompson and 
Curtin published in 1915 in which it is concluded 
that retinal detachment is due to a lymphatic de- 
rangement leading to exudation from the choroidal 
vessels which forces the retina away. On the basis 
of this hypothesis it appeared that the logical treat- 
ment would be a procedure which would drain this 
fluid. Such drainage was obtained by raising a con- 
junctival flap, trephining the sclera with an Elliot 
trephine, and repeatedly aspirating the fluid with a 
syringe. 

Thompson reported 2 successful cases out of 17 
operated upon in this way and Chipman reports 
2 others. F. P. ScHusTER. 


EAR 


Shambaugh, G. E.: Popular Fallacies in the Prac- 
tice of Otology. Laryngoscope, 1920, xxx, 683. 


The author points out the following popular fal- 
lacies in the practice of otology: 

1. The assumption that any alteration in the 
nasal passages, especially such usual anatomical 
variations as irregularity of the nasal septum and 
the compensating variations in the size of the lower 
and middle turbinated bodies, are causes of middle 
ear disease, whether or not unmistakable nasal 
symptoms are present. 

2. The assumption that in all cases of obstructive 
middle-ear deafness long-continued inflation of the 
middle ear is indicated. 

3. The assumption that the progress of deafness 
may be checked by local treatment, whether the 
deafness is the result of degeneration of the eighth 
nerve, primary fixation of the stapes, or chronic ad- 
hesive middle-ear processes. 

4. The assumption that all cases of chronic dis- 
charge from the ear which cannot be checked by 
local treatment in a reasonable period are cases in 
which radical surgical measures are indicated. 
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5. The assumption that persistence of moisture 
after the radical mastoid operation indicates the 
failure of this operation. O. M. Rorr. 


Andrew, F.: Suppurative Middle Ear. Med. J. Aus- 
tralia, 1920, ii, 376. 


In discussing the indications for operation in the 
chronic suppurative affections of the middle ear the 
author mentions first those conditions for which the 
necessity or advisability of the radical operation is 
usually granted, namely: 

1. Cases in which there are manifest signs of 
beginning invasion of the labyrinth or fallopian 
aqueduct. 

2. Cases of chronic suppuration of the ear com- 
plicated by gross mastoid signs or symptoms. 

3. Cases in which only one ear is involved and 
the patient’s financial status makes adequate post- 
operative care impossible. 

4. Cases of gross cholesteatoma. 

5. Cases in which the conversational voice can- 
not be heard at a distance of more than 15 cm., the 
deafness being of a type offering no prospect of im- 
provement. 

5. Cases already operated upon, perhaps many 
times, unsuccessfully. 

The author discusses next the various grades of 
chronicity of suppurative middle-ear disease con- 
cerning the treatment of which there is the widest 
diversity of opinion. 

Andrew believes that the treatment should be 
determined on the basis of the pathology of the 
individual case. Cases may be classified into two 
main sub-classes as follows: (1) those in which the 
ossicular chain is unbroken; (2) those in which the 
ossicular chain is broken. 

In Type 2, when the mastoid or attic condition 
demands drainage, a radical operation should be 
done as there is no effective middle-ear apparatus 
to be saved. 

Cases in which the ossicular chain is unbroken 
the author discusses at some length, dividing them 
into three classes: (1) those with the perforation 
anterior or antero-inferior, (2) those with a posterior 
perforation, and (3) those with the perforation in 
Shrapnell’s memb ane. 

When the perforation is anterior almost all treat- 
ment is limited to the nasopharynx and tube and 
local treatments are given to the middle ear. 

When the perforation involves Shrapnell’s mem- 
brane, the attic must be dealt with. 

When the perforation corresponds to, and is 
limited to, the outer wall of Prussac’s space it may 
accompany a simple and easily resolved inflamma- 
tion involving no other structures and i is one of the 
common types of “sea-bathing otitis.” When the 
Shrapnell perforation is extensive, the discharge is 
purulent and there is perhaps evidence of retention; 
a gross attic suppuration is present almost invari- 
ably which is maintained by antral suppuration in 
addition to the exceedingly poor drainage afforded 
by the outer partition of the attic, while the bodies 


of the incus and malleus remain in situ. In all but 
the earliest cases there may be, in addition, local 
caries of the bodies of the incus and malleus which 
are very inaccessible to local treatment while the 
outer attic wall remains. In these cases it is neces- 


sary to operate early to save one ossicular chain or, . 


in other words, to save hearing. 

For this type the author prefers the Bondy opera- 
tion as it exposes the bodies of the malleus and incus 
for after-treatment in the same way as the inner 
tympanic wall is exposed by the radical operation. 

Andrew considers cases with posterior perforation 
very difficult to treat because, in addition to the 
tubal factors, consideration must be taken of two im- 
portant unknown factors: (1) the attic, and (2) the 
antrum and cells. How to arrive at an opinion re- 
garding the attic state and the integrity of the ossi- 
cular chain remains to be determined. The author’s 
line of reasoning is as follows: 

When the incudo-stapedial joint is intact, the 
bodies of the malleus and incus may recover and the 
radical operation should be postponed. If the attic 
is choked with granulations and has been so choked 
for a long time, the joint is not intact. In the final 
analysis the surgeon’s judgment is the court of last 
resort. He, therefore, must carefully weigh all the 
available evidence before operating. In some cases, 
however, the final decision can be made only when 
the pathological state is revealed by operation. The 
factors which will influence the decision are the 
duration and severity of the disease, the tendency of 
the tympanic structures to improve during treat- 
ment, the usefulness of the other ear, the patient’s 
general health, occupation, age, and economic and 
geographic status as regards the possibility of pro- 
longed postoperative treatment, of intermittent but 
skilled care for subsequent years, and the possibility 
of secondary operation if a non-radical operation 
fails to cure. If there is doubt as to whether resolu- 
tion will occur after further information has been 
obtained during a simple mastoidectomy, the attic 
must be exposed by partially removing its outer bony 
wall. Bondy’s operation carried to a point far short 
of the external atticostomy for the cure of cases with 
purely Shrapnell perforations will give invaluable 
data as to the state of the attic and ossicles. The 
mastoid being thoroughly cleared, the skin lining 
of the external auditory canal may be pushed for- 
ward or turned out with impunity and the posterior 
bony canal wall may be taken down to the neighbor- 
hood of the annulus. The outer bony wall of the 
attic may be reduced to a thin plate and its upper 
two-thirds may be removed to expose the attic and 
much of the ossicle bodies without compromising in 
any degree the surgeon’s power to stop short here. 

O. M. Rorr. 


Com, G. M.: Acute Mastoiditis — Indications 
‘or Operation. Therap. Gaz., 1920, xliv, 761. 


es author discusses the diagnostic value of the 
following eighteen points in determining the neces- 
sity for a mastoid operation: 
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1. The greater incidence of acute mastoiditis 
among children than adults. 

2. A history of a predisposing cause (cold, 
measles, scarlet fever, bathing). 

3. A history of pain, earache, and aural dis- 
charge of some duration. 

4. Redness, oedema, or fluctuation over the mas- 
toid process obliterating the tempero-auricular 
crease. 

5. Anauricle protruding wing-like from the head. 

6. Tenderness over the entire mastoid process or 
over certain points, e.g., the antrum, the mastoid 
emissary vein, or the tip. 

7. Sagging of the posterosuperior wall of the ex- 
ternal auditory canal. 

8. Redness, bulging, or perforation of the mem- 
brana tympani. 

g. Discharge of pus through the perforation or, 
in the absence of perforation, pus in the middle-ear 
cavity. 

10. Impairment of hearing. 

11. Tuning fork tests suggestive of conductive 
deafness. 

12. Moderate fever, between 100 and 102 de- 
grees, without marked fluctuation. : 

13. Pulse commensurate with the fever. 

14. Negative eye grounds. 

15. The presence of organisms, usually the 
streptococcus viridans, streptococcus hemolyticus, 
or the pneumococcus, in the aural discharge. 

16. A white blood count between 12,000 and 
15,000. 

17. Cloudiness of the mastoid in the X-ray pic- 
ture, indicating fluid or the destruction of cell walls. 
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18. Evidence of an intracranial complication. 

While the presence of all of these signs would ren- 
der the diagnosis easy, it is seldom that they are all 
noted inonecase. Hence the judgment of the surgeon 
in each instance must determine the issue. None of 
the findings enumerated may be regarded as a posi- 
tive indication for operation as some other cause than 
mastoiditis may be _ responsible. Accordingly, 
other causes must be ruled out before due weight 
can be given to any one sign or group of signs. ‘It 
takes a combination of a number of these points to 
establish an operative diagnosis, and the different 
combinations are numerous.” O. M. Rorr. 


Hammond, P.: Observations of the Healing Pro- 
cesses Following Mastoid Operations. Laryngo- 
Scope, 1920, xxx, 662. 

In the author’s opinion the mastoid wound should 
be packed only until the middle ear is dry and fine 
granulations appear in the mastoid. This stage is 
reached at about the end of the first week or the 
tenth day. If the secretion is moderate, however, 
the packing may be omitted, the long cavity filled 
with boric acid, and a pad of gauze laid over the 
wound. The next day it will be found that the cut 
edges of the wound have fallen close together and in 
from five days to a week the patient will be well. 
The explanation of what has happened is found in 
the results of laboratory experiments. Beneath 
the dense cortex is an empty space. The granula- 
tions which formerly occupied this cavity have 
changed to connective tissue and the connective 
tissue has contracted. O. M. Rott. 
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Shambaugh, G. E.: An Unusual Type of Nasal 
Tuberculosis. Ann. Otol., Rhinol. & Laryngol., 
1920, xxix, 582. 


The usual forms of nasal tuberculosis are: (1) the 
hyperplastic form — a round-cell infiltration which 
leads to the formation of tissue masses, the tubercu- 
loma; and (2) the ulcerative form, in which the 
destruction of tissue is conspicuous. The unusual 
type here reported consists of the involvement of the 
nasal mucosa by miliary tubercular nodules not asso- 
ciated with general miliary tuberculosis. The author 
has not found a similar case reported in the litera- 
ture. 

Associated with the discrete pinhead nodules on 
the left side of the septum there was marked enlarge- 
ment of the cervical lymphatics, chiefly on the left 
side. The only other lesion was a nodule the size of 
a hickory nut in the epididymis on the left side. 

Commenting on this case Shambaugh writes: 
“The question arises whether this was not a case 
of primary nasal tuberculosis with secondary in- 
volvement of the lymphatics. One fact seems clear, 
namely, that the nasal involvement was not second- 
ary to any pulmonary tuberculosis. The fact, too, 
that the evidences of tubercular trouble seemed 
limited to but one side of the nose suggests that the 
nasal membrane may have been the portal of en- 
trance. It seems quite clear that the cervical adeni- 
tis was secondary to the nasal infection, first because 
the nasal symptoms had been present for some time 
before the enlargement of the cervical lymphatics 
became apparent, and second, because the chief 
glandular trouble was on the same side as was the 
nasal disease. On the other hand, the presence of a 
number of tubercular nodules scattered widely over 
the nasal septum speaks rather against the origin of 
the trouble being in the nose, where one would 
expect only a single focus in case the nasal disease 
was the portal of infection. In view of the fact that 
the patient had a nodule, probably tubercular, in 
the epididymis which was present for some time 
before the other symptoms appeared, it seems prob- 
able that this may have acted as the primary focus 
for the dissemination of the infection, and that the 
miliary tubercles seen in the nose were secondary 
to this focus.” O. M. Rorrt. 


Scheibe, A.: The Treatment of Papillomata and 
Papillomatous Carcinomata of the Nose (Zur 
Behandlung der Papillome und papillomatoesen 
Carcinome in der Nase). Arch. f. Laryngol. wu. 
Rhinol., 1920, xxxiii, 5or. 


The rare multiple papillomata which occur in the 
upper part of the nose show clinically malignant 


characteristics although their pathologic structure 
would seem to indicate that they are benign tumors. 
In the literature there is not a single case on record 
in which a cure was obtained by operation on a 
tumor of this kind. 

The author reports a case in which the entire 
right nasal chamber was filled with a papillomatous 
tumor mass which later spread to the mouth through 
the socket of the second upper molar tooth. A clini- 
cal cure was obtained by means of repeated X-ray 
treatment and the internal administration of arsenic. 

Papillomata of the upper respiratory and digestive 
tracts are also affected favorably by the X-ray and 
radium, but carcinomata of these areas are very 
refractory. The author was able to obtain a very 
good result in only one case of carcinoma of the nose, 
and in this instance the structure of the tumor was 
distinctly papillomatous. Of five carcinomata of the 
cesophagus the only growth which reacted well to 
mesothorium treatment was papillomatous. 

Von TAPPEINER (Z). 


Phelps, K. A.: Sinusitis in Children. J.-Lancet, 
1920, n.s. xl, 604. 


In a study of 40 cases of sinusitis in children 
Phelps found that half of them were due to infectious 
diseases. His conclusions from this study are sum- 
marized as follows: 

1. Chronic sinusitis occurs in children very fre- 
quently and may act as a focus of infection. Every 
child with meningeal symptoms, anemia, and an 
increase of temperature of unknown cause, or with 
asthma or nephritis, pyelitis, arthritis, endocarditis, 
headaches, or long-standing colds, bronchitis, in- 
definite gastro-intestinal symptoms, or cyclic vom- 
iting should be very carefully examined for sinusitis. 
The most frequent local symptoms are nasal dis- 
charge and headache. 

2. Sinus infection is diagnosed best by means of 
the X-ray. 

3- Most cases recover without a radical opera- 
tion; palliative measures usually suffice. If oily 
sprays and astringents fail to establish drainage 
and ventilation, the removal of the tonsils, ade- 
noids, and the anterior tip of the middle turbinate 
will often bring about the desired result. 

O. M. Rorr. 


McGinnis, E.: Intranasal Drainage of the Frontal 
Sinus and Anterior Ethmoid Cells. Ann. Otol., 
Rhinol. & Laryngol., 1920, xxix, 631. 


By the method proposed the frontal sinus is 
drained forward and very much higher up than in 
other methods; any cells in front of the unciform 
groove are cut through, the front wall of the ethmoid- 


-al bulla is opened so that the upper cells are given 
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two openings, one natural and the other artificial, and 
the front wall of the inferior cell of the bulla which 
drains behind the insertion of the middle turbinate 
is incised. Although the effort is made to open the 
way to the frontal sinus as near to the frontal 
ostium as possible, no special effort is made to break 
into the sinus. 

With the patient sitting in a chair and under local 
anesthesia, the head is placed in extreme extension 
and with Gruenwald’s forceps a bite is made into 
the mound of an agger cell, if such a cell is present, 
or into the front of the ethmoid labyrinth above 
the attachment of the middle turbinate, the attach- 
ment being left intact. If one or more agger cells 
are present, part of the inferior, superior, and 
posterior walls is cut away, and above these some 
of the front wall of the nasofrontal duct. Next, 
with the same forceps, the free border of the tur- 
binate is pushed toward the septum and an opening 
is made through the front wall of the bulla, thus 
opening all the cells. All cutting is done in an up and 
down direction parallel with the orbital and turbinal 
plates. If the catheter can be passed into the frontal 
sinus the sinus is irrigated. O. M. Rort. 


M.: Intranasal Drainage of the Frontal 


Unger, 
Opening. JN. 


Sinus Through the Natural 
York State J. M., 1920, Xx, 351. 


The method described is intended for the treat- 
ment of cases in which the natural frontonasal 
opening is intact and no operation more extensive 
than the removal of polyps or the anterior tip of 
the middle turbinate has been done. Rubber or 
fabric drainage tubes are introduced into the frontal 
sinus through the natural opening and left in place 
during the course of the sinusitis. 

The instruments necessary are: (1) a slender 
frontal-sinus probe, and (2) rubber, silk, or linen 
catheters varying in size from Nos. 4 to 1o French. 
The largest catheter that the frontonasal opening will 
admit is used. An ordinary urethral catheter cut 
down to 3% in. from the tip and perforated at 
intervals of 44 in. may be employed for this purpose. 
The technique is as follows: 

The nasal mucosa is anesthetized and the frontal 
sinus is probed. The probe is first used alone to 
determine the size and direction of the frontonasal 
opening. If the opening is obstructed by the middle 
turbinate the latter is removed. The size and direc- 
tion of the opening having been ascertained, the 
probe is pushed through the lumen of the catheter 
to its end and, encased in the catheter, is re-inserted 
in the frontal sinus. This having been done, the 
catheter is held loosely with the fingers of one hand 
and the probe gently withdrawn with the other, 
the catheter being left im situ. The catheter is 
then grasped near its entrance into the opening 
with a nasal forceps and pushed into the frontal 
sinus as far as it will go easily. As it is flexible it 
will pass over projections that would block a,metal 
catheter. After its complete insertion, its lower end 


is cut off so that the remaining portion rests on the . 
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floor of the nose. This leaves a tube about 21% in. 
long extending from the floor of the nose up into 
the frontal sinus. The catheter is left in place for 
one or two days and then removed and replaced 
by another. Before the insertion of the new tube 
the sinus may be irrigated. 

The catheter is cut 3% in. long in the beginning 
in order that its lower end will project from the nose 
after its tip is in the sinus and thus furnish an end 
to hold when the carrying probe is withdrawn. If 
linen or silk catheters are used they should be 
dipped into hot water to soften them before they 
are inserted. 

Three case reports are given. 


THROAT 


Cronk, H. L.: Renal Complications of Acute Lacu- 
nar Tonsillitis. Practitioner, 1920, cv, 351. 


In a review of the literature the author found that 
the etiological importance of tonsillitis as regards 
nephritis was considered slight by the older writers, 
but in later years has been given considerably more 
attention. 

From a study of 30 hospital cases of acute lacunar 
tonsillitis Cronk found that 24 (80 per cent) showed 
albuminuria in varying amounts at one time or 
another. 

There is no relation between the albuminuria and 
the pyrexia as the former does not always disappear 
with a decrease in the temperature. 

The author’s conclusions are: 

1. Albuminuria is very common in acute lacunar 
tonsillitis. 

2. This albuminuria is not always of the simple 
febrile type. 

3. True febrile albuminuria does occur in some 
diseases such as influenza. 

4. Nephritis occurs in a small but not negligible 
number of cases of tonsillitis; in such instances it is 
of the latent variety with few signs. 

5. The nephritis occurring in lacunar tonsillitis 
is similar to scarlatina in its tendency toward cure. 

O. M. Rortr. 


O. M. Rorrt. 


Walker, C. B.: The Control of the Lung Abscess 
Following Tonsillectomy and Retropharyngeal 
Abscess; the Suction Dissector. Laryngoscope, 
1920, XXX, 701. 


The author’s conclusions are as follows: 

1. The danger of the development of lung abscess 
and pneumonia following tonsillectomy is decreased 
if the patient is maintained in such a position that 
the larynx may be kept absolutely clean during the 
entire procedure and until the patient is sufficiently 
out of the anesthesia to be able to clear the throat 
normally. 

2. Suction applied constantly through the dis- 
secting instrument makes it possible to keep the 
dissection in the plane of minimum vascularization. 

3. This improvement in the dissection is asso- 
ciated with a decrease in the amount of bleeding. 
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4. When properly used, automatic or power- 
driven anesthesia apparatus can be made to con- 
tribute materially toward a high standard of work. 

5. Local anesthesia will doubtless be used more 
and more extensively for tonsil operations and the 
incidence of lung abscess following tonsillectomy will 
be decreased correspondingly. O. M. Rorrt. 


Wylie, A.: The Diagnosis and Treatment of Tuber- 
culous, Syphilitic, and Malignant Disease of 
the Larynx. Med. Press, 1920, n. s. cx, 391. 


In the differential diagnosis of tuberculous, 
syphilitic, and malignant disease of the larynx 
it is necessary to determine: the patient’s family 
history, occupation, age, and general mode of living; 
the kind of hoarseness; the appearance of the larynx; 
the state of the chest and other organs; the findings 
. of a bacteriological examination of the sputum; 
and the histologic appearance of diseased tissue 
which has been removed. 

The author tabulates the chief characteristics of 
each of these conditions as follows: 


EPITHELIOMA 
. Hoarse 


TUBERCULOSIS SYPHILIS 


1. Voice weak 1. Raucous 
2. Pallor of 2. 


. Usually on one 
. vocal cord a 
papillomatous - 
appearing 
growth and 
sluggish move- 
ment of the 


. Swelling and 
ulceration in 
anterior end of 
larynx. 


rynx 
3. Swelling and 
redness of 
posterior por- 
tion of larynx 
and arytenoid 
cartilage. 


cord 
. Ulcers deep 
and crater-like. 
. Granulations 


. Ulcers small 
and superficial. 

. Irregular gran- 
ulations situat- usually on the 
ed in the inter- ventricular 
arytenoid space. _ band. 

. Epiglottis af- 6. Epiglottis ul- 
fected on cerated on 
laryngeal sur- lingual surface. 
face. 


. Characteristic 
histologic struc- 
ture noted on 
microscopic 
examination of 
removed speci- 
men. 

. Dysphagia in 
some cases. 

. Negative Was- 
sermann. 


. Dysphagia. 


. Negative Was- 
sermann. 

. Night sweats. 9. 

10. Patients gen- 

erally young 
males. 

. Night sweats. 11. II. 

-Dullness of 12. 12. 
pulmonary apex 
and crepitant 
rales. 

. Evening rise of 13. 
temperature lows adminis- 
and tubercle tration of 
bacilli in spu- potassium 
tum. lodide. Scars 

on pharynx. 


. Positive Was- 
sermann. 


‘ Patients over 
middle age. 


. Loss of weight; 
emaciation. 


Recovery fol- 
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The chief treatment of all forms of laryngeal 
disease is rest. 

In tuberculous disease, open air, soothing sprays 
and inhalations, the cautery when indicated, and 
correction of diseases and abnormalities in the nose 
and nasopharynx are indicated. In syphilitic disease 
the usual antisyphilitic remedies should be given. 
In malignant disease limited to the intralaryngeal 
structures, laryngofissure may suffice; otherwise 
laryngectomy is necessary. O. M. Rorrt. 


Patterson, N., and Pike, N.: Large Cavernous 
Angioma of the Larynx. Proc. Roy. Soc. Med., 
Lond., 1920, xiii, Sect. Laryngol., 180. 


This tumor was removed under suspension 
laryngoscopy. There was a broad base of attach- 
ment. Externally the attachment reached the 
lateral wall of the pharynx on the left side and 
extended from a point opposite the posterior border 
of the arytenoid as far as the edge of the epiglottis. 
From here it descended to the left ventricular band 
and, passing backward, became attached to the 
whole of the upper surface of the arytenoid. 

The mass was severed mainly by the use of 
scissors. Hemorrhage was persistent but not 
excessive. After the patient was removed to her 
bed, breathing stopped. A laryngotomy was per- 
formed immediately but breathing did not begin 
until a blood clot was removed from trachea. The 
author admits that a preliminary laryngotomy 
would have been the wiser procedure. Pathological 
reports are added. O. M. Rorr. 


Tod, H.: The Removal of Adenoids in Infancy. 
Practitioner, 1920, Cv, 335- 


The author strongly urges the removal of aden- 
oids, regardless of the age of the infant, whenever 
they give rise to any condition which may adversely 
affect the child’s immediate or future welfare. 

Tod has frequently performed this operation on 
babes under 9 months of age—the youngest only 
3 weeks old—and has never observed any harmful 
results. 

The danger of delaying the operation until the 
child is 3 years old is evident from the fact that 
well-marked signs of middle ear catarrh may 
develop before this age. O. M. Rorr. 


Turner, A. L.: Carcinoma of the Post-Cricoid 
Region (Pars Laryngea Pharyngis) and the 
Upper End of the @sophagus. Proc. Roy. Soc. 
Med.. Lond., 1920, xiii, Sect. Laryngol., 199 


When the tumor occupies the cervical cesophagus 
its lower end reaches to, or passes behind, the manu- 
brium sterni and the growth is not freely accessible. 

When the tumor occupies the cervical cesophagus 
and the post-cricoid region the pathologic changes 
suggest that it has extended from below upward. 

When the tumor is confined to the post-cricoid 
region, it may be removed successfully. 

A thorough examination is necessary to determine 
in what cases of post-cricoid carcinoma excision will 
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give the best results. The surgeon should be 
advised and assisted by a laryngologist. 

Careful examination and palpation of the neck 
are necessary for the detection of enlarged glands, 
thickening of the tissues suggesting extrinsic exten- 
sion into the soft tissues of the neck, the larynx, and 
the trachea, and to discover secondary involvement 
of the thyroid gland. 

Radiography is necessary to detect the vertical 
extent of the growth, the site of its lower end, 
and the presence of a second intrathoracic stricture 
’ or secondary thoracic glands. 

Indirect and direct laryngoscopy and cesopha- 
goscopy revealed changes in the majority of cases 
studied. Impaired mobility or immobility of one or 
the other vocal cords implies an extension of the 
tumor beyond the mucous or muscular coats of the 
pharynx and contra-indicates operation. 

A case in which excision may be done successfully 
is one in which the tumor is confined to the laryngeal 
pharynx and the vocal cords still preserve their 
normal movement. In spite of careful consideration 
of all the findings, exposure of the tumor area at 
operation may reveal extension of the disease not 
previously suspected. O. M. Rort. 


Pierce, N. H.: Laryngofissure for Carcinoma, with 
Demonstration of Specimen. Ann. Otol., Rhinol. 
& Laryngol., 1920, xxix, 595. 

The author urges the application of laryngofissure 
to cases of suspected carcinoma which are small, in- 
trinsic, and limited to one side of the larynx. 

Pierce uses the tracheotomy tube only when the 
denuded area will be large, when a part of the inter- 
arytenoid region is to be removed, and when radium 
or the X-ray is to be employed. The tube should be 
introduced at least eight days before the larynx is 
opened. 

After the growth is excised the cautery should be 
used to seal up the cut surfaces of the soft parts, 
and during this procedure the opposite side of the 
larynx should be protected from the steam by means 
of a pledget of moist gauze and the patient in- 
structed to hold his breath in order to prevent a 
bronchitis due to inhalation of the steam. 

It is unnecessary to tampon the larynx after- 
ward. Usually the author closes it immediately as 
he believes the disadvantages from leaving it open for 
radium treatment greatly overbalance the benefits 
derived from the use of radium. O. M. Rorr. 


MOUTH 
Leech, J. W.: Salivary Calculus. Rhode Island M. J., 


1920, iii, 219. 

A case of salivary calculus located in Wharton’s 
duct is described. The patient had had a swelling 
below and anterior to the angle of the jaw for eight 
days. During a similar attack seventeen months 
before all her teeth had been extracted and she was 
treated with vaccines presumably on a mistaken 
diagnosis. The swelling subsided in about three 
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weeks. The author disc vered the calculus by prob- 
ing the duct. As it was impossible to dislodge it by 
enlarging the duct opening, the duct was incised 
directly over the calculus. 

Henry J. VANDEN BERG. 


Schmiegelow, E.: The Action of Radium upon In- 
operable Malignant Tumors of the Mouth, 
Throat, and Nose (Einige Beobachtungen hin- 
sichtlich der Wirkung des Radiums auf inoperable, 
maligne Neubildungen im Munde, Rachen und in 
der Nase). Arch. f. Laryngol. u. Rhinol., 1920, xxxiii, 
I. 


Schmiegelow reports in detail 11 cases of inoper- 
able cancers of the mouth, throat, and nose treated 
with radium. To improve the results he employed 
Berven’s prosthesis technique for fixation of the cap- 
sule. By this method the radium capsules are 
introduced into dental molds which have been 
softened in warm water. The molds are then fash- 
ioned into the proper shape and allowed to cool and 
harden. By means of them it is possible to fasten 
the capsule at the exact spot desired. A well-fitting 
prosthesis causes little inconvenience. The patient 
may remove and replace it at will without changing 
the position of the radium capsule. 

The prosthesis can be made most easily when the 
tumor is situated in the fore part of the mouth. If 
it is necessary for the radium to extend below into 
the sinus pyriformis the masses are molded first 
over the posterior molars and by repeatedly reheat- 
ing, the prosthesis is elongated. 

In cases of tumors of the nasopharynx the radium 
tube is inserted in one end of a drainage tube and the 
tube is ligated at both ends of the capsule. Then, 
by means of a Belocque tube, the other end of the 
drainage tube is passed through the nose and drawn 
forward until the capsule end lies directly in front 
of the tumor. Kors (Z). 


Dunning, H. S.: Surgical Treatment of Chronic 
Maxillary Sinusitis of Oral Origin. J. Am. M. 
Ass., 1920, Ixxv, 1391. 


The author estimates that 50 per cent of the cases 
of maxillary sinusitis are of dental origin. In this 
he differs from the rhinologists who are of the 
opinion that from 70 to go per cent of such cases are 
secondary to infections originating in the nose or 
some sinus accessory to the nasal cavity. 

Dunning’s estimate is based, largely upon his own 
experience and the opinion of his confreres in the 
practice of oral surgery. Owing to the now more 
common use of radiography, numbers of low-grade 
dental or oral infections which have been overlooked 
in the past are today frequently recognized. Often 
a mild chronic or latent infection of the maxillary 
sinus escapes detection because of the ready and 
convenient drainage afforded through the middle 
meatus of the nose. The author therefore suggests 
a thorough radiographic examination of all diseased 
teeth and the removal of all necrosed or infected 
osseous and soft tissues even when this implies 
opening into the maxillary sinus. 
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It is important also to supplement the head 
plates with a careful radiographic examination of 
the teeth and their surrounding tissues. In this 
connection Dunning cites a case which would not 
yield to treatment at the hands of the rhinologist 
after a radical antrum operation. A diseased bi- 
cuspid tooth was left in position and upon its re- 
moval it was found that the socket communicated 
with the maxillary sinus through a diseased area 
which surrounded the root. 

As regards the treatment of chronic sinusitis a 
number of factors worthy of careful attention and 
observation are pointed out. These are axiomatical- 
ly summarized as follows: 

1. Cure the antral disease as soon as possible. 

2. Close the communication between the tooth 
socket and the antrum at an early date. 

3. Do not remove healthy teeth as in the Cowper 
operation to secure drainage. 

4. Discontinue draining with gauze as soon as 
possible as the gauze may act as a wick and carry 
infection from the oral cavity into the maxillary 
sinus. 

5. Avoid all appliances provided with rubber or 
metal plugs or tubes to secure continuous drainage. 
This form of treatment is not only unsatisfactory 
but opposed to all precepts of surgery. 
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In the treatment of diseases of the maxillary 
sinus as in other branches of surgery the restoration 
of the normal anatomical relationship and the 
physiological function of the parts is of prime 
importance. When an opening into the maxillary 
sinus does not close Dunning advocates its 
obliteration by means of a flap operation. This 
procedure he describes and illustrates. 

A flap of tissue taken from the palatal mucoperi- 
osteum is more satisfactory than a flap taken from 
the buccal aspect of the parts. The incision is carried 
from the juncture of the hard and soft palates 
through the median line to the gingival area oppo- 
site the bicuspids, through the anterior aspect of the 
edentulous portion of the alveolar ridge, and beyond 
the orifice on the buccal aspect. The bed of the 
flap is prepared by removing all the soft tissues 
from over the opening to be closed, down to the 
bone, and by smoothing away all rough bony 
edges. The labial soft tissues are next undermined 
on the anterior aspect of the maxilla, often to the 
extent of an inch. The palatal flap which has been 
raised is slid over the denuded area and its outer 
edge is tucked under the liberated buccal tissues. 
These overlapping tissues are sutured together, 
preferably with heavy horsehair ligatures. Though 
the blood supply is abundant in these areas, care 
must be taken to avoid tension of the tissues. 
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